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Objective: Quality of life measures tend to treat quality of life as a stable construct that 
can be measured externally. They do not take people's differing expectations into 
account and they assume that what quality of life means to people is stable over time. 
This study aimed to find out how measures of oral health related quality of life 
(OHRQoL) vary between and change within individuals. 
Methodology: Luhmann's theory of social and psychic systems was applied to the study 
of meaning and quality of life. Luhmann drew on a diverse range of theoretical 
traditions including systems theory, phenomenology, distinction theory and autopoiesis. 
The result is a radical constructivist theory of systems that are self-producing. 
Participants: Twenty people with socially noticeable broken. decayed or missing teeth 
who were or were not seeking dental treatment. 
Methods: Longitudinal data were collected in open-ended interviews and anal-ysed 
using the iterative processes of grounded theory. 
Results: People constructed their own margins of relevance of oral health in a continual 
process of replication, adjustment or cumulative adjustment or interruption due to other 
life events. This process took the form of a relevance feedback loop. 
Conclusions: As the margins of relevance shift, assessments of quality of life are bound 
to vary. Oral health related quality of life is therefore defined as the cyclical and self- 
renewing interaction between the relevance and impact of oral health in everyday life. 
1) 
CONTENT 
ABSTRACT ................................................................................................................................................ 2 
1 LIST OF FIGURES AND TABLES ............................................................................................... 6 
ACKNOWLEDGEMENTS ............................................................................................................. 8 
3 INTRODUCTION ............................................................................................................................ 9 
4 LITERATURE REVIEW ................................................................................................................ I 
4.1 INTRODUCTION ....................................................................................................................... 14 4.2 ORAL HEALTH RELATED QUALITY OF LIFE MEASURES .............................................. 14 4.2.1 Applications of oral health related quality of life measures ............................................. . 14 4.3 SOCIODENTAL INDICATORS ............................................................................................... . 16 4.3.1 Early signs ofparadox ...................................................................................................... . 17 4.3.2 Summary ........................................................................................................................... . 19 4.4 LOCKER AND IMPAIRMENT, DISABILITY AND HANDICAP .......................................... 20 4.4.1 Locker 1981 ...................................................................................................................... . 20 4.4.2 Locker 1983 ...................................................................................................................... . 
23 
4.4.3 Locker 1988 ...................................................................................................................... . 25 4.4.4 Difficulty of measurement - 'health indicators .................................................................. . 25 
4.4.5 Locker model ..................................................................................................................... . 
26 
4.4.6 Scopefor development ...................................................................................................... . 
29 
4.4.7 Paradox following the development of the Oral Health Impact Profile (OHIP) ............... . 
30 
4.4.8 Conclusion ........................................................................................................................ . 
35 
4.4.9 Definitions of health .......................................................................................................... . 
35 
4.4.10 Parsons role theory ........................................................................................................... . 
39 
4.4.11 Summary ........................................................................................................................... . 
39 
4.5 PROBLEMS WITH THE MEASUREMENT OF QUALITY OF LIFE ..................................... 
41 
4.5.1 Introduction ....................................................................................................................... . 
41 
4.5.1.1 Quality of life definitions ........................................................................................................... .. 
42 
4.5.1.2 The paradox of health? ............................................................................................................... .. 
44 
4.6 PSYCHOLOGICAL AND SOCIOLOGICAL APPROACHES TO QUALITY OF LIFE ....... .. 
49 
4.6.1 Psychological approaches to quality of life ...................................................................... . 
49 
4.6.1.1 Change in quality of life ............................................................................................................. .. 
49 
4.6.1.2 Trait approaches to individualised quality of life questionnaires ............................................... .. 54 
4.6.1.3 Cognitive approaches to individualised quality of life assessments ........................................... .. 55 
4.6.1.4 Conclusion ................................................................................................................................. .. 
56 
4.6.2 Response shift .................................................................................................................... . 
57 
4.6.3 Quality of life and meaning in chronic illness: sociological approaches ....................... .. 
61 
4.6.3.1 Outsider and insider perspectives ............................................................................................... .. 
61 
4.6.3.2 Biographical disruption .............................................................................................................. .. 
62 
4.6.3.3 Adaptation ................................................................................................................................. ... 
64 
4.6.3.4 Narrative reconstruction ............................................................................................................ ... 
65 
4.6.4 Adaptation in oral health ................................................................................................. .. 
66 
4.7 CONCLUSION AND SUMMARY OF LITERATURE REVIEW .......................................... .. 
68 
4.8 RATIONALE ............................................................................................................................ .. 
72 
4.9 STATEMENT OF AIM ............................................................................................................. .. 
74 
4.10 METHODOLOGY ............................................................................................................... .. 
75 
4.10.1 Introduction ...................................................................................................................... .. 
75 
4.10.1.2 The main tenets of Luhmann's social systems theory ........................................................... ... 
80 
4.10.2 Systems theory in context ................................................................................................. .. 
88 
4.10.2.1 Criticisms of systems theory ................................................................................................ ... 
96 
4.10.3 Applications ..................................................................................................................... .. 
98 
4.10.3.1 Grounded theory .................................................................................................................. ... 
99 
4.10.3.2 Systems theory as emergent ......................................................................................... I ....... . 
101 
4.10.3.3 Grounded theory and systems theory ................................................................................... . 
102 
4.10.4 Qualitative research issues .............................................................................................. 
108 




5 METHOD ...................................................................................................................................... 
5.1.1 Sampling .......................................................................................................................... 112 5. 1.2 Recruitment and Liaison .................................................................................................. 112 5. 1.3 Ethical Approval .............................................................................................................. 113 5. 1.4 Interviews ......................................................................................................................... 113 5.1.4.1 Interview One ............................................................................................................................. 115 5.1.4.2 Interview Two ............................................................................................................................ 115 5. 1.5 Data Analysis ................................................................................................................... 115 5. 1.6 Application ofgrounded systems theory analysis to the data .......................................... 117 5. 1.7 Summary .......................................................................................................................... 126 
6 RESULTS ...................................................................................................................................... 129 
6.1 INTRODUCTION ..................................................................................................................... 129 6.2 CONSTRUCTING THE MARGINS OF ORAL HEALTH ...................................................... 133 6.2.1 The Margins ofrelevance ................................................................................................. 135 6.3 DIMENSIONS ........................................................................................................................... 139 6.3.1 Positioning the norm - health - disease .......................................................................... 142 63.2 Positioning of attribution - internal -external ................................................................. 145 63.3 Positioning ofDentistry - trust - distrust ........................................................................ 146 63.4 Positioning of accessibility - choice - no choice .............................................................. 148 63.5 Positioning of commodity - embracing - rejecting .......................................................... 150 63.6 Positioning of authenticity - natural - unnatural ............................................................. 151 6.3.7 Positioning of character - admiring - denigrating .......................................................... 155 63.8 Summary 
.......................................................................................................................... 156 6.4 CONTRADICTION .................................................................................................................. 158 
64.1 Intra dimensional contradiction ....................................................................................... 161 6.4.1.1 Paradox of character ................................................................................................................... 161 64.2 Inter dimensional contradiction ....................................................................................... 163 6.4.2.1 Realising denial of relevance ...................................................................................................... 164 6.4.3 Extra dimensional contradiction ...................................................................................... 165 6.4.3.1 Confronting the other ................................................................................................................. 166 6.4.3.2 Judging as contradiction ............................................................................................................. 167 64.4 Changing the margins of relevance: contradiction and unobserved changes in meaning ] 68 
6.4.4.1 Discrepancy within accessibility ................................................................................................ 169 6.5 REPLICATING THE MARGINS OF ORAL HEALTH .......................................................... 171 
6.5.1 Developing immunity structures - relativising relevance ................................................ 
172 







6.6.2.1 Comparing positions .................................................................................................................. 175 6.6.2.2 Evaluating possible positions ..................................................................................................... 176 6.6.2.3 Balancing positions .................................................................................................................... 177 6.6.3 Justifying..: 
....................................................................................................................... 
178 
6.6.3.1 Justifications ............................................................................................................................... 
178 
664 Cumulative adjusting of the margins of relevance ........................................................... 
179 
6.6.4.1 Expressed intentions ................................................................................................................... 
179 
6.6.4.2 Adopting relevance .................................................................................................................... 
180 
6.6.4.3 Resigning relevance ................................................................................................................... 
182 
6.6.4.4 Interrupted relevance .................................................................................................................. 
182 





7 DISCUSSION ................................................................................................................................ 190 
7.1 INTRODUCTION ..................................................................................................................... 
190 
7.2 HOW DO QUALITY OF LIFE ASSESSMENTS VARY BETWEEN AND WITHIN 
INDIVIDUALS? ................................................................................................................................. 
193 
7.2.1 Why do quality of life assessments vary between and within individuals? ....................... 
195 
7.2.2 Implicationsfor the measurement of oral health related quality of life ........................... 
196 
7.2.2.1 Changing relevance .................................................................................................................... 201 
4 
CONTENT 
7.2.2.2 Change through contradiction ................................................................................................. 202 
7.3 IMPLICATIONS FOR QUALITY OF LIFE ASSESSMENTS ................................................ . )0-, 7.3.1 Thefuture 
......................................................................................................................... 
20-4 
7.3.2 The emergence of new dimensions of oral health ............................................................ - OS 7.3.3 Implications outside quality of life ................................................................................... 
209 
7.3.4 Definitions of health ......................................................................................................... 
214 
7.4 VALIDATION OF FINDINGS 
................................................................................. '716 
7.4.1 Change andparadox ........................................................................................................ 
216 
7.4.1.1 Anomalies found in oral health ................................................................................................. . 
216 
7.4.1.2 Response shift ........................................................................................................................... . 
21 ' 
7.4.2 Psychological and cognitive approaches to quality of life ............................................... 
220 
7.4.3 A daptation 
....................................................................................................................... 
-)-)2 
7.4.3.1 Dental approaches ..................................................................................................................... . 
222 
7.4.3.2 Quality of life and meaning in chronic illness ........................................................................... . 
223 
7.4.4 Outside health 
.................................................................................................................. 
223 
7.5 TO WHAT EXTENT DOES THE METHODOLOGY MEET THE AIM? ............................. 
.) -) -ý 





8.2 RECOMMENDATIONS ........................................................................................................... 
2 3) 4 
8.2.1 Policy recommendations .................................................................................................. 
234 
8.2.2 Research recommendations ............................................................................................. 
234 
9 REFERENCES ............................................................................................................................. 
235 
I LIST OF FIGURES AND TABLES 
FIGURES Page 
Figure I Locker's conceptual model 29 
Figure 2 A theoretical model of response shift and quality of life (QoL) 61 
Figure 3 The application of Luhmann's mode of observation to the 105 
communications of psychic systems concerning the meaning of oral 
health related quality of life: Axiom One 
Figure 4 The application of Luhmann's mode of observation to the 106 
communications of psychic systems concerning the meaning of oral 
health related quality of life: Axiom 2 
Figure 5 Picture man 115 
Figure 6 Picture man 115 
Figure 7 Picture woman 115 
Figure 8 Picture woman 115 
Figure 9 The application of Luhmann's mode of observation to the 119 
communications of psychic systems concerning the meaning of oral 
health related quality of life: Axiom One 
Figure 10 The application of Luhmann's mode of observation to the 120 
communications of psychic systems concerning the meaning of oral 
health related quality of life: Axiom Two 
Figure II Illustration of confirmation 123 
Figure 12 Illustration of how "condensation" of indications occurred to produce 124 
distinctions (dimensions) 
Figure 13 The dimensions of constructing the relevance of oral health 142 
Figure 14 Intra, inter, and extra dimensional contradictions 161 
Figure 15 Boots 185 
Figure 16 Comparative positioning 189 
Figure 17 Constructing the margins of oral health 190 
Figure 18 An outline of the application of the relevance feedback loop and its 199 
implications for quality of life measurement. 










Applications of health-related Quality of life measures 16 
The relationship between clinical and subjective assessments of oral 
health related quality of life. 
Participants 
Definitions of processes 
OHIP 14 Results Appendix IV 26 1 
OHIP 14 Results - Non-attenders Appendix IV 262 
OHIP 14 Results - Attenders Appendix IV 262 
7 
2 ACKNOWLEDGEMENTS 
My especial gratitude is reserved for my supervisors Professor Peter Robinson and Dr 
Barry Gibson. Without their unqualified guidance and unstinting support I would not 
have been able to carry out this project. They shared their expertise and time with good 
humour and considerable kindness especially during difficult phases. 
Special thanks are also due to the participants who gave up their time. Not least I must 
thank my friends and my family, Sam, Laura and Tom Gregory, for supporting me and 
who have shown patience throughout this project. 
This thesis was carried out during a three-year studentship based at the Department of 
Dental Public health, King's College School of Medicine and Dentistry, London. Mý- 




Some people do not make use of dental sen-ices. In the United Kingdom 44% of dentate 
UK adults have unsound fillings or tooth decay. Despite this, only 67% of adults attelld 
the dentist regularly (Kelly et al.,, 2000; Todd & Lader, 1991). Poor oral health affects- 
people's quality of life. Oral disease causes pain, difficulty in eating, and speakiiig. It 
also has negative psychosocial effects. Fiske and Davis et al. (1998) found that people 
suffered emotional effects through tooth loss. Poor oral health may also contribute to 
social exclusion. People with unattractive teeth were judged to be less adjusted, 
intelligent, self-confident and popular (Shaw et al., 1985; Shaw & Humphreys, 11)9--, 
Feng, Newton & Robinson, 2001; Newton, Prabhu, & Robinson, 2003). Oral disease 
may also inhibit social interaction. The 'sociometer hypothesis' argues that self-esteem 
functions as a 'sociometer' that monitors the degree to which the individual is being 
excluded by others. This then motivates the person to behave in ways that minimise the 
probability of rejection or exclusion (Leary et al., 1995). This illay compound the 
possibility of social exclusion as people exclude themselves to avoid rejection by others. 
Although fear is cited as the reason two thirds of the population do not like going to the 
dentist, 90% say they would visit the dentist for pain (Todd & Lader, 1991, Kelly el al., 
2001). Fear was used as a rationalisation for not going to the dentist, rather than the real 
reason, that teeth were a low priority (Blinkhorn, Hastings & Leathar, 1983; Nuttall, 
1996). That oral health is a low priority for some and not others, has a profound affect 
on assessments of quality of life. 
Dentistry has traditionally used measures that rely on clinical assessment. While seen to 
be objective, these can be unreliable and only measure one aspect of health. To 
complement disease based measures, psychosocial indicators have increasingly been 
used in medicine and dentistry. Dental disease is seldom life threatening but may affect 
ex, eryday life. A number of sociodental indicators, now called oral health-related qualit%* 
of life (OHRQoL) measures, have been developed. The first section in this thesis co,., ers 
the evolution of sociodental indicators and considers recent developments. The most 
important development was Lockers (1988) conceptual framework based on an 
adaptation of the World Health Organization's Classification of Impairment. Disability 
and Handicap (WHO, 1980). 
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Further developments may prove fruitftil in current quality of life research both inside 
and outside oral health. They centre on the finding that there can be xveak associations 
between clinical and subjective indicators and, in oral health, the discovei-y that 
improvement and deterioration could be experienced simultaneouslý'- It is thought that 
the weak associations occur because these indicators are mediated by functional and 
experiential variables. The extent of impacts may be influenced by socially and 
culturally derived values, expectations and preferences, and material, social and 
psychological resources. It is argued that further work is needed to explore the vanables 
that modify the relationships between the component parts of the model (Locker, 1992. 
Locker & Slade, 1994). 
Health related quality of life is essentially about a broader definition of health than tile 
absence of disease. A section considers definitions of health that are relevant to this 
study. Although the term 'quality of life' is used in this study, there has been no 
agreement over its meaning. Related to quality of life is the 'paradox of health'. 
Objective assessments of quality of life have not corresponded with subjectiN, c 
assessments. People suffering a variety of stressful illnesses often report a life quality 
that is the same, and sometimes better, than the rest of the population. Hence there is a 
need to decide what 'quality of life' is, and what is being measured, and in doing so to 
unravel the reasons for the so-called 'paradox of health'. Quality of life definitions and 
the paradox of health are therefore considered. 
Current explanations for change in self-perceived quality of life drawn from 
psychology, the 'response shift' model and sociological perspectives are outlined. The 
response shift model makes use of some of the psychological explanations for change 
outlined here and is defined as changing internal standards, values and the 
conceptual isation of quality of life. The third approach takes a sociological perspective 
to the study of adaptation through the reconstruction of meaning in chronic illness. 
The methodology that underpins this study is a novel approach and was developed oN er 
the course of the literature review Nvith the aim of improving current approaches. 
It is 
based on Luhmann's social and psychic systems theory. Luhmann drew on a 
diverse 




theory, and autopoiesis. The result is a radical construct iv i st theorv of sý'stems that are 
self-producing. It is through the application of this method that one can observe 11ow 
people observe the meaning of oral health and oral health related quality of life. Central 
to the methodology is systems theory's focus on emergence and this supports grounded 
theory which is the method used in the analysis of data in this study. The literature 
review is summarised and concludes with a rationale for the studV folloNA-ed bV a 
statement of aims and objectives. 
This project aims to find out how assessments of oral health related qualitý' of life 
(OHRQoL) vary between and change within individuals. The two groups XN-ere selected 
on the basis that they had a similar clinical status but were selected because theý' had a 
different response to it. The inclusion criteria were designed to allow observations of 
the greatest possible variation in the meaning of oral health. They consisted of people 
with socially visible decayed, broken or missing teeth who were or were not seeking 
treatment. This criterion was chosen because it would be noticeable to the participants 
and to the researcher which eased recruitment. Semi-structured interviews were carried 
out with 20 participants on two separate occasions making a total of 40 interviews. 
Qualitative comparisons were made cross-sectionally at baseline, cross-sectionally at 
the subsequent interview, and longitudinally - within groups over time. Data were 
analysed using the iterative processes of grounded theory. From this analysis a 
framework was developed to outline how people's meanings of oral health varied 
between people and within people over time. The general qualitative methods used to 
collect and analyse the data are outlined. The participants were also asked to complete 
the OHIP 14 questionnaire. 
The results section demonstrates that the ways people spoke about oral health varied 
between and within individuals. The core theme 'constructing the margins of relevailce' 
was the social psychological process of marking the relevance of oral health. As the 
core category, the margins of relevance were a matter of degree ranging from a 
hypothetical extreme of 'suPer-relevant' to 'not relevant'. Constructing the margins 
involved a continual selection of meanings from a horizon of available possibilities. 
These were organised around the various positions \N-hich people could adolýt on each ol' 
seven dimensions. The position adopted on each dimension indicated the degree to 
xN-hich oral health was relevant or not relevant. 
iliti, odlictiMl 
The different positions could be contagious. supporting each other to construct a greater 
or lesser degree of relevance. However. people often found that a position on one 
dimension might contradict the position on another dimension. These 'paradoxes' Nvere 
the core mechanism for the process of setting the boundaries of relex. -ance. actin- as a 
reality check so stabilising the margins of relevance, or prompting change. Constructing 
the margins would therefore require a continual process of negotiation between different 
and conflicting perspectives. It required people to draw upon and consider other 
perspectives that they could adopt and compare with their own. This resulted in 
replication or adjustment of the margins of relevance. Adjustments could occur through 
three stages of recognising, contemplating and justifying positions. In some cases the 
margins cumulatively adjusted towards super relevance or alternatively resigned 
relevance. In turn, severe external interruption could trigger abrupt reduction of 
relevance demonstrating contrasting types of relevance over time. The results of the 
OHIP 14 were compatible with the qualitative data. Participants who did not go to the 
dentist and expressed a low level of relevance tended to score low inipacts, 
paradoxically indicating good oral health related quality of life. 
The results are followed by a discussion which reflects on the findings in relation to the 
research question: 'How do assessments of oral health related quality (? f 1ýfe (OHRQoL) 
vary between and change within individuals'? The discussion first answers the question 
through the core theme: that people strategically construct their own margins of 
relevance of oral health. This process is ongoing and self-renewing incorporating a 
relevance feedback loop. It is an inherent characteristic of this process that the margins 
of relevance differs between people and changes over time. If the margins of relevance 
are continually in flux, as the data suggest, assessments of quality of life will vary. Oral 
health related quality of life is therefore defined as the cyclical and self-renewing 
interaction between the relevance and impact of oral health in everyday life. 
The discussion includes a review of other data through which the findings can be 
triangulated. Attempts to explain the 'paradox of health' have been considered thrOLIA-TII 
'response shift' and in sociological work around chronic illness. Both SLI(-Ugest that people I- 
adapt in a manner that is particular to them but the various processes people use, and the 
inhercrit circularity of this process. have not been fully conceptualised. The rclcvarice 
Introduction 
feedback loop is proposed as a universal definition of health that encapsulates currew 
definitions while explaining health as a self-renexving process that is particular to 
individuals' mutual interactions with their respective environments. 
It is maintained that the methodologý, has proved a novel and useful approach to address 
the aim of the study. Constructivism focuses on the individual interacting with the 
environment. However, through the constraints brought about through the emergence of' 
the seven dimensions of meaning, the study has enabled a conceptual I Sation of the 
interplay between the individual and the constraints of the social structure. Together 
with Luhmann's use of distinction theory, the reflexive interaction of the individual 
with the social structure can be thought of as an autopoietic habitus. 
This study has contributed to the development of a methodology that brings systems 
theory together with the method of grounded theory. The resultino emergent 
methodology adds rigour to grounded theory and a way to operationalise sN, stenis 
theory. There is room to develop such a'grounded systems theory' further. The filidinos 
have implications for a number of areas outside oral health. The concept of the margins 
of relevance along with the feedback loop can be applied to other substantive fields such 
as inequalities. 
Some ways forward are suggested including a combination of assessments of qualltý. of 
life and 'benchmarks' of the margins of relevance, and one that involves curreilt 
developments in information science and cybernetics. The stud), concludes with a 
summary and list of recommendations. 
I 'l, 
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4 LITERATURE REVIEW 
4.1 INTRODUCTION 
This section outlines the evolution of sociodental indicators and considers recent 
developments, including Locker's (1988) conceptual framework based on an adaptation 
of the World Health Organization's Classification of Impairment. Disability and 
Handicap (1980). Within this section is an analysis of the anomalies that have been 
found in current oral health related quality of life research. 
4.2 ORAL HEALTH RELATED QUALITY OF LIFE MEASURES 
Sociodental indicators, now referred to as oral health related quality of life measures 
(OHRQoL), aim to capture assessments of the subjective experience of oral health. hi 
contrast with clinical assessments of oral health, this concerns people's response hcýilth 
impacts rather than health problems themselves. This area has grown in importance as 
people have begun to live longer but suffer from a higher incidence ol' chronic 
conditions. Dental ill health represents the most prevalent group of chronic disorders 
(Sheiham, Maizels & Cushing, 1982). This change of emphasis represented a shift fi-oill 
assessments based entirely on the biomedical model of health. For an outline of qualitN, 
of life assessments used in oral health please refer to Appendix V. 
4.2.1 Applications of oral health related quality of life measures 
Having identified an appropriate theoretical framework, the process of developing 
quality of life assessments includes testing of the reliability and validity of measures 
and their applications. Potential applications for the use of oral health related quality of' 
life assessments are political, theoretical and practical (Locker, 1996). Together with 
applications put forward by other authors, these are summarised in Table 1. 
Political applications concern the allocation and protection of limited resources. That 
oral disease can affect quality of life demonstrates the importancc of oral hcalth. 
Subjectivc indicators of oral health are used in medical sociology. hcýilth ps"cliology 
and health services research to draw links between socio-econornic and licalth 
inequalities. Practical applications involve research. public health and clinical pi-actice. 
14 
Literature Review 
Research concerns outcomes when assessing the effectiveiiess and efficiency of health 
care. Public health applications involve the description and monitoring of the healtil 
status of populations. Where applications relate to individual assessments the 
applications are clinical and can be used to monitor and evaluate individual patient care. 
Table 1. Applications of health-related Quality of life measures (Robinson, 
Higginson, & Carr, 2002) 
Political Seeking resources and influencing policY makers 
Harnessing public opinion 
Encouraging lay involvement in policy making 
Theoretical Identifyingjactors that influence health 
Exploring models of health 
Elucidating the relationships between dýf . 
Terent 
aspects qf health 
Practical Research Use as outcomes when assessing the ef 
and efficiency qf health care 
Public Health Describing and monitoring illness in populations 
Planning, monitoring and evaluating services 
Needs assessment andprioritising 
Encouraging greater lay participation in health 
care 
Clinical Facilitating communication among health care 
Practice workers andpatients 
Assisting patients towards autonomýv 
Screeningfor, identifying andprioritising patient 
problems 
Identifying patient preferences 
Monitoring and evaluating individual patient care 
Identijj, ing patients which patients have the 





4.3 SOCIODENTAL INDICATORS 
Sociodental indicators were originally underpinned by functional role theorv (see 
Section 4.4.10). This was broadened with Locker's (1988) conceptual framexN-ork 
adapted from the World Health Organization's International Classification of 
Impairment, Disability and Handicap (1980). The concept of handicap allowed a place 
for socially constructed meanings that contribute towards non-functional impacts in oral 
health. However, the multifaceted approach to quality of life has led to an a(_7(uregation 
of different dimensions of health and disease including functional and non-functional 
impacts. In some cases weak correlations have been found between clinical and 
subjective assessments in oral health related quality of life research, as well as in niore 
general health. 
Cohen and Jago (1976) originally argued that clinical indicators of oral health would be 
greatly improved with the addition of a dimension of social impact. Sociodental 
indicators were later proposed (Nikias et al., 1979; Nikias, Sollecito. & Fink, 1978) dLie 
to a lack of research on the social impact of oral conditions. Role theory was identified 
as a suitable framework for the exploration of disruption caused by dental conditions. 
Sociodental indicators were defined as 'a measure of the extent to which oral health 
conditions disrupt normal role functioning'. This was followed with a modification of 
Parson's (195 1) sick role theory. The impact of disease could be understood in terms of 
disruptions in role functioning and the Sickness Impact Profile (SIP) (Bergner & 
Bobbit, 1981) was identified as an appropriate starting point for the formation of 
sociodental. indicators (Reisine 1981). The SIP measured 'the extent to which people 
are able to perforrn the roles and tasks for which they have been socialized' (Nord- 
Larsen, 1983). This marked the beginnings of the original sociodental indicators. 
The move from entirely clinical assessments occurred as a result of two shifts. First, the 
definition of health in general became open to a xvider interpretation that encompassed 
the World Health Organization's definition of health: 'health is a state of complete 
physical, mental and social well beitig and not inerely the absence of disease' (W110, 
1948 cf. Locker. 1997b). From this, it became apparent that health could and should be 
defined and assessed in other ways. It was recogniscLl that ill health al'I'Med both 
16 
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indi,,, iduals and society. and was associated with disability and dYsfunctIon. Discussions 
also considered the perceptions and attitudes of patients and the social origins of many 
common illnesses (Sheiham. Maizels, & Cushing, 1982). Despite this. there was an 
emphasis on 'functional health'. Health became something that allowed people to fulfil 
their social roles. Second, it was recognised that objective assessments wel, e not really 
objective. The subjective input required by professionals led to a wide variation in 
assessments. Dentists vary in their beliefs, skills and knowledge and different dentists 
use different criteria. Assessments of treatment needs are not value-free (Badel- & 
Shugars, 1995; Sheiham & Spencer, 1997). 
Despite the problems recognised above, dentistry was slow to catch up with medicine in 
using a wider interpretation of health. Development of sociodental indicatoi*s stell-il-ned 
from the gradual recognition that the functional and social dimensions, as well as 
motivational factors, could help to explain what predisposed people towards dental 
disease, why people do or do not comply with treatment and, with these factors in nlind, 
how disease can be prevented. After all, dental diseases are largely social and 
behavioural in origin and are almost entirely preventable through social and behaNioural 
means. It was suggested that somewhere between professionals' objective clinical 
indicators, and the public's subjective perceptions, lies a definition of oral health 
(Cushing, Sheiham, & Maizels, 1986). 
4.3.1 Early signs of paradox 
There is no doubt that oral disorders can impact on everyday life. Older adults, the 
edentulous and those who are not regular dental attenders are most affected. Perceived 
dental health was notably lower in the presence of toothache, decayed teeth, and 
worsening periodontal health (Gooch, Dolan, & Bourque, 1989). In another instance, 
people stated that having fewer teeth, wearing a removable dentures and perceiý7ingo the z: 1 
need for dental treatment were significantly related to a worse (lower) GOI 1AI score 
(Atchison & Dolan, 1990). However, although significant, these correlations were 
relatively weak. Chen (199 1) also found correlations by relating separate components of 
the DMF with quality of life indicators (Sheiharn & Spencer, 1997). A fuller revie\\ of 
papers that support the finding that oral disorders impact on everyday life as well as 
those that highlight weaker correlations is outlined in Section 4.4.7. which considers 
17 
Literature Review 
measures following the development of the Oral Health Impact Profile based oil 
Locker's (1988) framework. 
While many studies demonstrated correlations between oral disorders and quality of life 
assessments, in a number of early studies the relationships between clinical and social 
data were nonetheless weak. Of course one would not alwa,,, ýs expect good correlations 
between clinical status and quality of life scores. As is noted (Streiner & Nornian. 
1995), we should not want such scores to be too highly correlated; this would indicate 
that they are measuring the same thing, that the subjective indicator is nothing more 
than a different measure of clinical status. Quality of life is mediated by other factors. 
For example, despite the presence of clinically defined problems, people rated their 
dentures as good (Cushing, Sheiham, & Maizels. 1986). It was suggested that either a 
certain level of difficulty may have been acceptable, or that people's expectations may 
not have been very high. It was also suggested that as most of the people ill the studý 
visited their dentist regularly they would consider their oral health to be good and so 
feel relatively satisfied. Yet even those who realised they needed dental treatment were 
satisfied with their oral health status (Cushing, Sheiham, & Maizels, 1986). 
Clinical variables in one study were not significant factors in defining a patient's Dental 
Functional Status (Rosenberg et al., 1988). In concluding that dental problems onlY 
interfered with social interaction and normal activities, it was suggested (CLIshing, 
Sheiham, & Maizels, 1986) that it is important to put dental problems in perspective in 
relation to other problems people experience. Here Parsons (1972) was referred to, 
suggesting that if symptoms do not interfere with normal tasks, they may not be 
considered as serious and the individual does not define him or herself ill and so does 
not seek care. However, it was still argued that sociodental indicators may prove ever 
more necessary in assessing treatment needs. Clinical indicators alone do not reflect 
problems such as discomfort, yet this was found to be the most prevalent impact from 
dental disease even if it did not cause handicap (Cushing, Sheiham, & Nlaizels, 1986). 
Overall a number of studies show significant but weak or only moderate correlations 
between subjective and clinical indicators. 
It is possible that some of the apparent anomalies Nvere an effect of the functional 
perspective on which sociodental indicators Nvere based. Non-functional inipacts %Nere 
is 
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however considered difficult to measure and it became necessary to leave them out 
since reliability and validity of measures was easier to establish (Sheiharn and Spencer. 
1997). Non-functional impacts, that is. the more subtle adaptations (through a myriad of 
psychological processes) that are lost in these methods may well mediate the 
relationships between health, disease and quality of life. One example is negative 
affectivity (NA). Kressin et al. (2001) focused on NA to investigate hom, ' such factors 
might intervene in oral health related quality of life assessments. It was known that 
individuals higher in NA report worse self-perceived health and more symptoms while 
NA's associations with clinical assessments are less consistent (section -3.6.1. ). 
4.3.2 Summary 
Sociodental. indicators were based on recognition of a broader concept of 'health' as 
opposed to disease, as expressed by the World Health Organization. Role theory %%as 
identified as a suitable framework for the exploration of disruption caused b%, dental 
conditions. Thus sociodental indicators were defined as a measure of the extent to which 
oral health conditions disrupt normal role functioning. The Sickness Impact Profile 
(SIP), which measured role functioning in medicine. was used as a starting point. The 
phrase 'quality of life' is seldom referred to in the early papers, and little attempt is madc 
to define it. A number of studies using sociodental indicators produced weak or only 
moderate correlations between clinical subjective assessments. Such anomalies could 
be an effect of the functional role model on which the measures were based. Measures 
were devised using this approach until 1988 when Locker developed a conceptual 
model based on his modification of the World health Organization's International 
Classification of Impairment, Disability and Handicap (1980). 
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4.4 LOCKER AND IMPAIRMENT, DISABILITY AND HAN. 'DIC. -kP 
Up until 1988, sociodental indicators Nvere primarily influenced by social role 
functioning and socio-medical measures such as the Sickness Impact Profile (Bergner &- 
Bobbit, 1981). The definition was extended v, -hen it was argued that sociodental 
indicators should measure the 'extent to which dental and oral disorders disrupt norinal 
social role functioning and bring about major changes in behaviour such as the inability 
to work or attend school, or undertake parental or household duties' (Locker. 1989). 
A conceptual model (Locker, 1988) was developed based on a modification of the 
World Health Organization's International Classification of Impairment, Disabilitý- and 
Handicap (ICIDH) (WHO, 1980). This was the first time a sound theoretical base was 
applied. The methodology used can be traced back to 1981 when Locker used symbolic 
interactionism to understand the social constructions and meanings that underlie 
symptoms and illness. Despite his criticisms, he also drew on Parsons' role theory Nvol-k. 
A further influence came from Culyer (1983) who drew attention to the 'black box' of 
health. This model demonstrates the problems inherent in understanding how 
environmental factors, and all other assorted 'inputs' that affect health, become 
processed into a crude end result - outputs, or health outcomes. Put simplN1, nobody 
understands what happens in the black box, and because of this, how to measure 
outcomes. Culyer (1983) also described the pragmatic characteristic approach used by 
Locker. These influences will be outlined in further detail. 
While the World Health Organization have continued to use the term *disability, the 
original Classification of Impairment, Disability and Handicap has been updated with 
one that replaces 'handicap' with 'Participation' (WHO. 2001). However, this 
development has yet to impact on the quality of life literature. Current models of health 
related quality of life remain based on the original definition. 
4.4.1 Locker 1981 
In this section the methodologies used by Locker in his study of symptoms and 
11111ess, 
and that that led to his development of sociodental indicators, are outlined. These 
include symbolic interactionism. labellim, theory, plienomenology and 
ethnornethodology. The three main approaches to the sociological analysis of' 111ne,, s 
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(Parson's theory of the sick role, Mechanic's concept of illness behaviour and labellin, -, 
theory) neglected meanings and the cognitive or interactional processes by which theV 
are construed (Locker, 1981). Symbolic interactionism and labelling theor", were drawn 
on with the addition of phenomenology and ethnomethodology to explain Nvhý, labels 
develop and are taken up. 
Parsons concentrated on the process whereby mechanisms of social control operate to 
reduce the threat that deviance (as illness was classed) posed to the stability of society. 
Mechanic was interested in practical problem solving. 'Illness behaviour'. that is, 'the 
way in which symptoms may be perceived, evaluated and acted upon by different kinds 
of persons' is addressed to the problem of effective delivery of medical care. Labelling 
theorists (such as Goffman) show how social constructions produce, and then reintorce 
deviance (Locker, 1981). 
Two of the criticisms of labelling theory are first, that it does not explain primal-y 
deviance, that is, why deviance occurs in the first place. And second, that the theol-y 
suggests a causality which conflicts which the interactionist assumptions on which the 
theory is based. It suggests that identity and future behaviour is determined by the 
labelling process. However, interactionism does not see humans as passive, they have 
the ability to evaluate their own personal acts and the meanings placed on thcm bý' 
others. Locker made use of labelling theory, but argued that his addition of meaning 
takes a new approach to illness. He first analysed illness using the labelling perspectlVe, 
illness is not an entity, as disease is, it is: 
"nothing more than the imputation of given meanings to similarly 
observable or reportable entities" (Locker, 1981: 4). 
After Dingwall (1976) these meanings were called 'problematic experiences'. Disease 
and illness were treated as distinct phenomenon and the concept of the illness career 
was called the 'management sequence'. This escaped the more static meaninýj attached to 
the label 'illness'. The management sequence: 
"begins when some problematic experience is encountered and is the 
outcome of the social response to multiple phenomena including 
observed or experiewcd events, their interpretation in medical and 
la 
,v 
contexts, and the socialýv constructed actions taken to copc with the, se 
civnts" (Locker, 1981). 
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This allowed for reciprocal meanings, rather than the more causal, unidirectional 
process suggested by labelling theory: 
"the imputation of given meaning meanings may have consequences for 
action which, in turn, may reinforce or bring about a revision in the 
meanings applied" (Locker, 1981. - 7. 
The labelling theory of iI Ines s/problernatic experiences and the illness 
career/management sequence were equated with a theory of social realit% and a tlleor\ 
of social action respectively and used to explain illness and illness behaviour. The wav 
the world is cognitively organised was analysed along with an understanding of the 
interactional context in which it takes place. It is here that labelling theory was seen as 
deficient in that first, it treats the process of meaning construction as unproblematic (as 
in the case of not explaining why deviance occurs), and second, it has an 'asyninletric' 
bias where meanings are imposed on the actor (as in the case of deviance) (Locker. 
1981). The analysis was extended using Schutz's (1962) (phenomenological) sociology 
of commonsense knowledge and ethnomethodology. In describing the cognitive tools 
through which social reality is constituted they provide the basis for a theory of 
meaning. 
For Schutz, social reality was constructed through commonsense understandings that 
require typifications to order the world so that people can communicate. At its simplest 
one might think of stereotypes. This construction facilitates successful interaction wlilch 
requires mutual understanding, or congruence which is promoted by two assumptions: 
'the inter-changeability of standpoints' and 'the congruency of the systems of relevance'. 
Thus a mutual understanding is accepted, despite potential differences in perspectives 
between actors that are an inevitable result of their unique biographies. Typifications are 
in turn transformed into 'recipes' that guide human action and render it meaningful 
(Locker, 1981; Schutz, 1962). 
Ethnomethodologists have demonstrated that these mutual understand 1 ngs, or 
'background expectancies' are an integral and essential feature of the commonsense 
world and for interaction to occur. They have also begun to identiýy interpretative 
procedures, or 'basic rules', that are central to commonsense reasoning and the labelling 
process. The reason Locker based his stud), in these perspectives is that social litC. aild 
its attendant phenomena, must be understood through a theory of meaning: 
I') 
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"Social reality, and social action are constituted bj, and emer(, 'C' out ol the 
meanings that actors construct as they attempt to make sense out Ql'and 
manage the experiences they encounter in everyday life" (Locker, 19, ýJ: 
13). 
The study of these mutual understandings required a documentation of the meanings 
used to make life understandable and an analysis of the ways these meanings are 
constructed. Thus in Locker's (1981) study he analysed the ways in which events and 
phenomena are assigned to categories in order to make his respondents probIcIllatic 
experiences understandable. 
Parson's sick role was used as an aid in the explanation of commonsense meanings. For 
example, it explained the cornmonsense reasoning behind the respondents' denial of 
illness -a person carries a responsibility for his or her own recovery. If actions, sucli as 
seeing a doctor, were not taken, the illness would not be legitimised. It was not 
suggested that Parsons' analysis had any validity. It merely explained the cornmonsense 
meaning behind particular cases. Here criteria similar to those put forward by Parsons' 
sick role expectations emerged and were then used as an interpretive device in lay talk 
about health and illness (Locker, 198 1). 
4.4.2 Locker 1983 
The foregoing work formed a background of study that perhaps later influenced ho\\ 
Locker would proceed in the study of sociodental indicators. In the study of disabilit\, 
and disadvantage the influences of the (Wood, 1980) classifications of impain-neiit, 
disability and handicap (Wood, 1975); meaning-, Parsons' sick role. and the notioii of 
health as a process of adaptation were integrated (Locker, 1983). 
The model of impairment, disability and handicap was developed (Wood, 1975) and 
adopted by the World Health Organization (1980). The concepts refer to related, but 
separate areas of experience and are defined as follows. Impairment refers to: "aný, loss 
or abnormality of psychological, physiological, or anatomical structure or function" 
(Wf-10,1980: 27). Disability is "any restriction or lack (resulting from an impairment) 
to perform an activity in the manner or within the range considered normal for a human 
being" (WHO. 1980: . 1-8). Impairment and 




Handicap refers to any: 
"disadvantage for a given individual, resulting ftom an impairment or disability, that limits or prevents the jufflilment of a role that i. S normal (depending on age, sex, and social and cultural factors) for that 
individual" (WHO, 1980. - 29). 
There remains a suggestion of social role performance. Ho,, ý-e\, er. the World Health 
Organization (1980) stated that handicap relates to circumstances that place indIN-iduals- 
at a disadvantage relative to their peers when viewed from the norms of society. As a 
social phenomenon it represents a departure from a structural functional, or perforillance 
norm and so suggests non-functional impacts. Handicap is characterised by a 
discordance between the individual's performance or status and the expectations of tile 
group of which he or she is a member (WHO, 1980). Handicap is then a social construct 
because it is dependent on the meanings and values of society (Wood, 1975). 
The relationships between each concept are mediated by a number of ill-defined factol-s 
(as represented by the 'black box') (Locker, 1983). The disability that results froni 
impairment is also influenced by variables such as self-conception, social support aild 
definition of illness. As stated, handicap is dependent on social meanings and ý'alLies 
and is culturally defined. Skills that are prized in one culture may not be in another. 
Locker also drew on the finding that people can make adaptations and still hýive access 
to sick role behaviour when necessary. Chronic illness represents a major kind of' 
biological disruption and highlights the cognitive and material resources employed by 
the chronically ill (Bury, 1982). The two contrasting traditions were identified that haN. e 
been used by medical sociologists in the study of chronic illness. First, disability has 
been studied through Parson's analysis of the sick role and his concept of illness as 
deviance. Although this has been criticised, Bury argues that Parsons' work can be 
applied to the notion of health as adaptation. 
This view had a continuity xvith symbolic interactionism and labelling theory (Locker, 
1983). Here the work of labelling theorists has led to an understanding of the strategies C) 
employed to deal with the problems and uncertainties that result from biological 
disruptions. Followiiig Goffman, Bury Nvent on to say that: 
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"Individuals begin to restrict their terrain to local andjamiliar territor 
-v where they are least likely, to be exposed to the ga--c and questions Qf 
acquaintances and strangers" (Bury, 1982: 1 -6). 
So adapting may involve a reconstruction of everyday life in order to avold experiences 
that are painful. Bury's notion of illness as a disruptive experience highlights the 
cognitive and material resources that are available to individuals. The idea of adaptation 
is important in the context of quality of life research and the ensuiiig 'paradoxes' that 
have emerged. 
4.4.3 Locker 1988 
In 1988 the conceptual model based on the WHO ICIDH (1980) was developed 
(Locker, 1988). Following Cohen and Jago (1976), it was argued that clinical measures 
need to be supplemented with measures that take account of the social aspects of Ilealth. 
However, while measures needed to include social and psychological functioning. they 
should also have assessed self-perceived emotional and feeling states to document botli 
the personal and broader social consequences of disease. In concentrating on social role 
performance, the original sociodental indicators were too narrowly defined to captUre 
the full range of factors that are involved in the assessment of oral health. As outlMed, 
they were defined as "measures of the extent to which dental and oral disorders disrupt 
normal role functioning" (Locker, 1988). The subtle differences that fell outside 
functional impacts may have been ignored or screened out, partly because they %ýcrc 
considered too difficult to measure. 
Continuity remained between Parsons' definition of health as functional, the use of 
functional measures, and social indicators such as work loss. They imply a social IC\, Cl 
of analysis but they do not provide an adequate framework for the broad range of' 
measures needed in oral health. Measures of work loss or ability to undertake parental 
duties are fine, but they do not account for the more subtle non-functional outcomes of 
oral conditions that may not affect society, but still impact on the individLILII (Locker. 
1988). 
4.4.4 Difficulty of measurement - 'health indicators' 
There remained the problem of what to measure and hoxv it should be measured. Part of 
the problern of measurement has occurred as a result of conceptual and theoi-etical 
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difficulties involved in measuring 'health' as opposed to the manifestations of disease. 
Health is measured through health indicators. A health indicator is a description of some 
aspect of health that indicates a state of health, or a change in health status. for example, 
whether a person is 'able to work', or 'can work better than yesterday (Culver. 1983). 
However, the phenomena that provided a valid indication of health was open to que-s-tion 
and is at core in health related quality of life assessment. 
It had also been assumed that oral disease held few consequences. Here, Lockel- 
differentiated between individual measures, which are designed to measure the health ot' 
individuals and groups, and indicators, which are used to document the health of 
populations. An example of the former is the Sickness Impact Profile (SIP). Indicators, 
however, are crude measures of work-loss and mortality and sociodental indicators, as 
currently defined, fall into this (Locker, 1988). Work loss is an example that illustrates 
the difference. Individual measures suggest work loss, as a result of dental disease is 
minimal. However, when applied to populations the effect is substantial in relation to 
productivity and the economy (Reisine, 1984 cf. Locker. 1988). Thus the burden of oral 
health problems is important and a broader range of measures is needed. 
Drawing on Culyer (1983), Locker (1988) argued against both the pathological NýIcw of 
health as the absence of disease, and the WHO definition of health because it is too 
broad and unachievable. Culyer proposed a pragmatic or 'characteristic approach' 
whereby an assorted set of 'characteristics' of individuals are used to define health. This 
might include functional abilities, pain and emotional states and anything else that 
seemed appropriate. The characteristics chosen were defined as those that arc 
determined by society and, therefore take in a dimension of socially constructed 
meaning: 
"The 'characteristics' approach relates to the sociological view of illness 
by virtue of the fact that the selection of 'characteristics' as relevant or 
not will be determined bY their importance in the social, economic, an(I 
cultural circumstances of the society in question - (Culyer, IM3. - S). 
4.4.5 Locker model 
The problem of what characteristics are used remained and the concepts 
defined bN 
Wood (1975) and Patrick (1982) Nvere used (Locker, 1988). Wood's, classificatioll ot, 
impairment, disability and handicap has already been outlined. 
Patrick (1982) provided 
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a broader framework that is comprised of death, disease, disability. discomfort and 
dissatisfaction. These concepts may be seen to lie on a continuum with notions of 
quality of life falling at the discomfort/handicap/dissatisfaction end. It is these concepts 
that concern this study. 
These two frameworks were adapted to create a conceptual model of oral health 
(Locker, 1988) (see Figure 1. ). The resulting model is not strictly linear as an 
impairment may lead directly to a handicap or a disability in the absence of functional 
limitation. The inclusion of handicap means that this model does allow for non- 
functional disabilities and these are defined as those that are determined by society and, 
therefore take in a dimension of socially constructed meaning. However, as will be 
argued, aggregating functional measures with those that are not may contribute to the 
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4.4.6 Scope for development 
A comprehensive measure that attempts to cover every aspect of health maý' pro\ e 
uninterpretable (Locker, 1988). It follows that the multidimensional nature of health 
needs to be seen as just that, bio-medical, functional and non-functlonal factors are 
different dimensions of human experience. The occurrence of disease is relat, N-ely stable 
whilst the response to disease is subject to change. The assumption that these two IeN Cls 
of meaning should correlate creates the conditions through xhich the irnpression of 
paradoxes can emerge. 
Whilst it has provided a leap in the field, it has been suggested that the Locker model 
(1988) does not clarify the social, personal and cultural variables that intervene with 
impairment, disability and handicap (MacEntee, Hole & Stolar, 1997). It is variables 
such as these that may contribute to change and this has been observed as adaptation. \ 
study of elderly patients (MacEntee, Hole, & Stolar, 1997) showed that, rather than oral 
health in old age following a linear decline, the adaptive capacities of elderlý' 
individuals allowed a more positive two-way continuum of deterioration and recoverý. 
A framework was devised that accommodated oral comfort, hygiene and general health 
as an interacting trinity. Most importantly, comfort included movement bemcell 
impairment and handicap rather than a progressive decline. The debate \\, as thus 
extended with the notion of health as adaptation although this had not gone unnoticed 
by Locker (1983) who, drawing on Bury (1982). demonstrated the adaptive strategics 
made by people with chronic illness. As Locker (1983) summed up "resources and 
strategies are ... variables which 
intervene between disability and handicap". 
Recent oral health quality of life measures may benefit if they allowed space for tile 
individual perspectives and expectations of the sick. This is a general criticisni ot, 
quantitative methods that assume predetermined categories that are imposed on tile 
informant (Conrad, 1990). The SIP, which dominated the design of sociodelital 
indicators, was originally empirically based (Locker, 1988). However. the extensiNc 
editing required to reduce the findings to a manageable questionnaire may hax c been at 
the expense of the subtler, non-functional and intervening variables that coilfuse the cild 
rcsult. Despite the scope for development now, Lockers (1988) model extended tile 
narrow functional emphasis of previous measures and has influenced subsequent 
9 
Literature RcOeiv 
sociodental indicators, now called Oral Health Related Quality of Life (OHRQot-) 
measures. 
4.4.7 Paradox following the development of the Oral Health Impact Profile 
(OHIP) 
The Oral Health Impact Profile (OHIP) is the most successful oral health measure to 
date and was based on Lockers 1988 model. It was empiricallv grounded using similar 
methods to those used in the construction of SIP. Sixty-four dental patients 'ývcre asked 
open-ended questions about their experiences of dental disorders. These statements 
were reduced to a smaller set of statements and grouped into common themes. Tile 
resulting 49 statements were then weighted using Thurstone's method of paired 
comparisons. Each statement was then re-phrased into a question (Slade & Spencer, 
1994). 
A number of studies using the OHIP as well as other measures have demonstrated oii 
one hand, the impact that oral disorders have on everyday life, and on the other, that 
treatments may improve quality of life. For example, the OHIP was responsive enough 
to detect short-term improvement over conventional treatment in oral health related 
quality of life (Awad et al. 2000). On the other hand, in an effort to address the 
question 'Does poor oral health compromise the quality of life'? a series of scales 
showed that poor self-perceived oral health and relatively poor quality of life co-exist ill 
the same subgroup of older adults (Locker et al., 2000). Other studies (Locker et u/. 
200 1; Locker et al. 2002; Chavers, et al., 2003) showed significant associations \\ Ith 
self-rated oral health and satisfaction with oral health status. Recently it ý\, as noted that 
of two groups, general health-related quality of life improved in the group gi, ýcii 
implants (Heydecke et al. 2003). These studies demonstrate that access to oral health 
care is likely to improve oral health related quality of life. Maný- studies do therefore 
show close correlations between clinical status and quality of life. 
However, despite evidence that the incidence of oral disad\-antage has a sub"tantial 
impact on quality of life, many studies show weak associations between subjecti"C and 
clinical indicators: "In general, few systematic associations ha\-c bccn observed, and of' 
those that Nvere significant, the majority were weak" (Locker & Slade. 1994). 
Others 




Atchison, 1994, Dini. McGrath, & Bedi. 2003). Table I gives a comparison of studie-s 
that show differing types of correlations. Changes in respondents' values or perceptions 
became apparent in the measurement of change using the OHIP (Slade. 1998). As 
expected, high-risk groups (assessed on tooth loss. dental visits and financial hardship) 
experienced higher rates of deterioration in their oral health. What was not expected %va-s 
that the same group also had the highest rate of improvement, and xvhen measured 
categorically, improvement and deterioration could be experienced simultaneousIN,. 
No adequate explanation was found for these differences. Technical issues kvere ruled 
out. Analysis of net change score demonstrated that high-risk groups still had higher 
rates of change in both directions. Other explanations include effect modification and 
reduction of pain as a result of tooth loss. Tooth loss may reduce chewing ability tol, 
some,, while reducing pain for others thus creating different shifts in quality of lite tor 
the same group. Alternatively tooth loss may initiallý' reduce pain for a single individual 
but later reduce chewing ability, thus creating a within subject change that appears to 
contradict results (Slade, 1998). 
A similar explanation was offered when a study of change in older adults (Locker, 
1997a) revealed that rates of tooth loss were equally high among those who reported a 
worsening of oral health and those who reported an improvement. Although it %ýas 
accepted that the data did not allow an explanation, it was argued that the consequelice, " 
of tooth loss depend on the condition and functional status of the teeth lost (Locker. 
1997a). 
These explanations are possible in the case of tooth loss but do not account f'ol- 
contrasting effects in quality of life in the case of financial hardship. Slade suggcs-tcd 
that individuals with fewer resources experience greater fluctuations in lite 
circumstances which may also affect oral health. However, no adequate explanations 
were found and it is accepted that there are serious methodological difficulties in tlli'! 
measurement of quality of life. Slade points out that there have been few studies tliýit 
measure change in oral health which is perhaps why the problems have only reccritly 
emerged (Dolan et al., 1998; Slade, 1998). 
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Despite a high level of handicap, few elderly subjects requested. or felt the need. for 
dental treatment (Lester, Ashley & Gibbons, 1998). The reasons for this low demand 
were attributed to the low expectations of the age group who may ha-'-e accepted age 
related problems and the fact that this generation were young at a time before healthcare 
was the norm and right for the whole population (Lester, Ashley & Gibbons, 1998). 
However, the finding that elderly people adapt to their changing health status 
(MacEntee, Hole & Stolar, 1997) (which encompasses acceptance) may bridge this gap 
and explain paradoxes. 
Locker's (1992) data confirmed the results of previous studies using sociodental 
indicators which found only weak correlations between clinical indicators and indicators 
of social and psychological impact. The Locker model (1988) offers an explanation for 
this - weak associations exist because these indicators are mediated by functional and 
experiential variables (such as chewing capacity and pain) and socio-demographic and 
other variables. The number of missing teeth and mean periodontal attachment loss 
were significant predictors of impact scale scores. However, the association disappeared 
when functional and experiential variables were added to the model (Locker, 1992). 
Locker noted that further work was required to explore the variables that modify the 
relationships between the component parts of the model. He also pointed out that 
definitions of need will be different from clinical compared with subjective viewpoints 
(Locker, 1992). 
Slade et al. (1996) demonstrated that if clinical variables are held constant, there is 
likely to be a wide variety of subject response/social impact. This variation occurs 
because clinical indicators and subjective indicators document different dimensions of 
human experience. Recent concepts suggest that health and disease exist as discrete 
events rather than as a causal sequence of events. Disease refers to the realm of biology 
while the meaning of health is more associated with the subjective experience of 
functional, psychological and social well-being. Not all disease impinges on subjective 
perceptions of well-being. At the same time, subjective perceptions of %vell-being may 
well further affect responses to disease. The extent of impacts may 
be influenced by 
socially and culturally derived values, expectations and preferences, and material. social 




The disparities found between clinical and subjecti-,,, e evaluations of health also lie in 
the meaning of the phrase 'quality of life'. When analysed quality of life I. s akin to 
'health' yet while clinical conditions can affect quality of life, this is not necessarily the 
case (Locker. 1997). Clinical and psychosocial dimensions of disease and health ý: annot 
be expected to follow parallel lines but instead affect each other in dvnarnic Nvays. 
Dentists may, for example, take more notice of asymptornatic disorders, such as lo, ýs of 
periodontal attachment, and less notice of symptoms such as buming mouth sN-ndronie 
(Locker & Slade, 1994; Coulter, Marcus, & Atchison, 1994). There is room here t'or 
disagreement in both directions, oral health related quality of life could easily be rated 
higher or lower than dentists' evaluations. 
Wilson and Cleary's (1995) theoretical model illustrates the conceptual relationship 
between clinical variables and quality of life. The model posits the characteristics of tile 
person and environment that intervene in the process of disease and qualitý' of life that 
produce such apparently paradoxical outcomes. The International Classification of 
Impairment, Disability and Handicap (WHO, 1980) on which Locker's 1988 framework 
was based supports the distinction between disease and health. It demonstrates that the 
functional and psychosocial impact of disease is modified bý, socioden-iographic 
variables and other variables. Clearly further work needs to be done to identiýy thesc 
variables and their relationship with the characteristics posited by Wilson and Clearý- 
(1995) and how they mediate in clinical and subjective assessments of qLialitý, oHitc. 
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Locker's (1988) theoretical framework was based on an adaptation of the NVorld Health 
Organization's Classification of Impairment, Disability and Handicap (1980). This was 
influenced by his adoption of symbolic interactionism in an attempt to understand the 
social meanings that construct lay definitions of health. This complemented the 
pragmatic approach proposed by Culyer (1983). The characteristics chosen were 
defined as those that are determined by their importance in the social, economic. and 
cultural circumstances of the society in question and therefore consider a dimension of 
socially constructed meaning. For this reason the WHO classification. with its 
recognition of 'handicap' proved a useful guideline for a new framework for the 
measurement of conceptually distinct areas of human experience that relate to oral 
health. 
As a result of these conceptual differences and the ways they interact, anomalies have 
appeared that are relevant to all current quality of life research. These centre on the 
finding that there can be weak associations between objective and subjective indicators. 
In addition, the discovery that improvement and deterioration could be experienced 
simultaneously requires explanation. This lies partly in the multidimensional nature of 
measures where relief in one dimension entails discomfort in another, a common 
example, being toothless. The disparities found between clinical and subjective 
evaluations of health lie in the differences between concepts of health and disease. 
Disease is a physiological process or state, whereas illness represents the psychosocial 
phenomena that accompany disease. The anomalies associated with paradoxes are 
therefore the entanglement of two types of experience in the same way that disease and 
illness are differentiated. This suggests a need to investigate the origin of these two 
types of experience rather than assuming that they will correlate. Assuming that they 
will correlate produces the conditions within which apparent paradoxes emerge. The 
following section considers definitions of health that are relevant to this study followed 
by an outline of Parsons' (195 1) role theory. 
4.4.9 Definitions of health 
Health related quality of life concerns a broader understanding of health than the 
traditional medical model. Health itself is a concept that holds different meanings in 
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different contexts and the tenn is used throughout this project %Nith reference to 
particular definitions. To accommodate the complexities this brings about, this section 
provides an overview of a range of health definitions that are relevant to this project. 
The traditional Western scientific medical model (formed within Cartesian dualism) 
views the body as a machine. Disease occurs as a result of the malfunctioning of a 
mechanical system. Treatment consists of interventions aimed at restoring the machine 
to working order. This view encompasses a functional element that defines health as 
'fitness' to carry out expected social activities (Doyal & Pennell, 1979). This notion 
persists as the basis for a definition of health that ultimately must rely on highly trained 
'experts' and to whom the layperson has no choice but to defer. 
Health has traditionally been measured from the point of view of the medical model, 
that is, negatively, as an absence of disease. Disease is a physiological process or state, 
whereas illness represents the psychosocial phenomena that accompany disease. For 
illness to be experienced, disease does not have to be present. The reverse is also true - 
one may have a disease without feeling ill (Conrad, 1990). 
Expectations and social customs affect the social significance attached to disease 
(Culyer, 1983) and most people are not suffering chronic physical limitations. A 
reliance on a negative definition of health provides little information on the 80-90% of 
the population that are well. A positive conception of health is difficult to measure 
because of the lack of agreement over its definition (Bowling, 1997). The WHO (1948) 
have defined health as follows: 
ITT_ 
health is a state of complete physical, social and mental well-being and 
not merely the absence of disease and infirmity' (WHO, 1948 cf Locker, 
1997b). 
This definition escapes the narrow disease based definition of the traditional medical 
model. However, it may be too broad, too extreme, and unattainable and it is 
doubtful 
whether it can be described in a non-relativistic fashion or measured 
(Culyer, 1983). It 
may be more appropriate to focus on the changes within in-between states than on an 
unattainable and extreme state of 'perfect' health. The pragmatic approach, 
taken up by 
Locker (1988) was recommended where health or ill-health is defined 
in terms of an 
eclectic set of characteristics (Culyer, 1983). 
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The biomedical definition of health has been questioned by a number of authors who 
have offered broader definitions (Antonovsky, 1979; Doyal & Doyal, 1984; Doyal & 
Pennell, 1979; Dubos, 1959; Illich, 1976a; Illich, 1995: McKeown, 1979). While 
respective approaches differ, they reach a consensus that health is as much do with the 
wider social, economic and political environment as it is to do with the body. 
Health has been defined as response to the challenges within the environment and this is 
central to this study. The notion of ideal health is an unrealisable illusion. The human 
being can never be stable, but is forever adapting to the environment. Stabilitý- is 
impossible because people desire change and growth for its own sake and that 
inevitably brings new and complex dangers (Dubos, 1959). The biomedical definition of 
health was broadened when it was pointed out that the problems of disease were not the 
same as creating health and happiness. This definition focuses on people's mutual 
adaptation with their respective environments is used throughout this study: 
"Health and happiness are the expression of the manner in which the 
individual responds and adapts to the challenges that he meets in 
everyday life" (Dubos, 1959. - 30). 
The world Health Organisation later updated the 1948 definition of health and this 
echoes Dubos' (1959) definition of health as a response to the envirorunent: 
Health is the extent to which an individual or group is able on the one 
hand to realise aspirations and satisfy needs; and on the other hand to 
change or cope with the environment. Health is therefore seen as a resource 
for everyday life, not an object of living; it is a positive concept 
emphasising social and personal resources, as well as physical 
capabilities (WHO, 1984). 
Dubos' (1959) definition reflects the view that while the emergence of scientific 
medicine promised health for all it focused only on the internal environment. The 
reduction of infectious diseases emerged alongside attempts to correct the injustices of 
industrialisation. The decrease in the incidence of many infectious diseases occurred 
well before the discovery of antibiotics and vaccines (McKeown, 1979). 
The salutogenic model (Antonovsky, 1979) marks a departure from a view of health and 
disease as polar opposites. Rather than a focus on the disease model, which seeks to 
explain why people get sick, it asks why people stay well. While maný, people succumb 
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to stressors, be they microbiological or societal, many do not. The salutogenic model Zý 
suggests that whether the outcome of stress is salutary, pathological or neutral depends 
on the adequacy of tension management. The salutogenic model includes the 'sense of 
coherence' concept (SOC) (Antonovsky, 1987) and is defined as: 
Pf a global orientation that expresses the extent to which one has a 
pervasive, enduring though dynamic, feeling of confidence that one's 
internal and external environments are predictable and there is a high 
probability that things will work out as well as reasonably can be 
expected" (Antonovsky, 1987). 
The SOC theory is comprised of three components - comprehensibility, manageabilitv 
and meaningfulness. Comprehensibility refers to the ability to understand and make 
cognitive sense of stimuli that one is confronted with. Information is perceived as 
ordered, consistent, structured and clear, rather than chaotic and inexplicable. With 
manageability the perception exists that internal and external resources are available to 
meet the demands imposed by stress. Comprehensibility and manageability are 
dependent on the third component - meaningfulness. If the motivation and emotional 
desire to cope are not present, the first two elements may be compromised. It must be 
felt that demands are challenges that are worthy of investment and engagement 
(Antonovsky, 1987). 
Concepts such as the 'medicalisation of life' (Illich, 1976a, 1995) see medicine as an 
institution of control in direct opposition to lay people and patients who are seen as 
passive and dependent. Medicalisation has been questioned and used with reference to 
the interaction between medicine and commonsense beliefs. The medical approach 
remains dominant; medicalisation describes the process through which people come to 
lose faith in their own knowledge and judgement (Cornwell, 1984). 
Through her study of the meanings of health and illness in East London, Cornwell 
(1984) differentiated between 'public' and 'private' definitions of health. The people she 
interviewed initially gave public explanations for what health meant to them. Public 
accounts refer to those that are felt to be acceptable to strangers or professionals and are 
constructed through experiences with 'official' scientific 
definitions of health. These 
accounts may be learned through interaction with 
health workers, and diagnosis and 
treatment of illness. Private accounts reflect lay or commonsense 
ideas about health and 
were more likely to emerge in subsequent 
interviews, in part because a relationship 
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developed with respondents helping them to become more trusting and relaxed. People 
were more likely to give private accounts if they were encouraged to tell stories around 
health and lifestyle and public accounts if they were asked direct questions. Pri%-ate 
accounts are valuable in that they reflect the social and psychological determinants of 
health and illness that are lost in biomedical definitions. By exploring ideas and theories 
about health in the context of the respondent's whole lifestyles and socio-economic 
status it was Possible to find out where health falls in peoples priorities (Cornwell, 
1984). 
4.4.10 Parsons role theory 
For Parsons (195 1), illness is defined as a form of socially sanctioned deviance which 
threatens the integrity of the system and must be contained by mechanisms of social 
control (Locker, 1988). This means that health relates to society as well as the 
individual and is 'the state of optimum capacity of an individual for the effective 
performance of the roles and tasks for which he has been socialised' (Schroeder, 1983). 
The sick role is comprised of the following characteristics: 
(a) the sick person is exempted from normal social responsibilities; 
(b) the sick person cannot be expected to look after himself or herself, 
(c) the sick person is expected to desire a return to normality; 
(d) the sick person is expected to seek competent professional help. 
Medicine then has a function of social control in addition to a therapeutic one. It deters 
malingerers and promotes an awareness of social obligation among the sick (Jary & 
Jary, 1995). Parson's formulation has been subjected to much criticism on empirical and 
theoretical grounds. Nevertheless the 'sick role' continues to be used as a sensitising 
and organising concept in the sociology of health and medicine 
4.4.11 Summary 
This section outlined definitions of health and illness that are relevant to this study. It is 
accepted that health is more than the absence of disease. It concerns people's response 
to the challenges that occur in daily life, their relationship with their environments. and 
the implications this has for health in political terms. Binding health to the environment 
as the forgoing definitions have done, allows for an understanding of how inequalities 
that are brought about through conditions outside individual health behaviours. The 
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following section considers problems that affect the measurement of quality of life. 
These concern the definition of quality of life and the so called 'paradox of health*. 
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4.5 PROBLEMS WITH THE MEASURENIENT OF QUALITYOF 
LIFE 
4.5.1 Introduction 
This study centres on the meaning of oral health related 'quality of life' Yet there has 
been no agreement over its definition. Related to the meaning of quality of life is the 
emergence of apparent 'paradoxes. There remains a general agreement that measures of 
quality of life should be used to evaluate outcomes of health-care. \Vhile existing 
measures have used a 'disease' model, it is now thought that health-care outcomes haN c 
to be evaluated in terms of a life worth living in social and psychological. as NNcll as 
physical, terms. What matter is how the person feels, not whether theý, have a iiiedicAlý. 
defined illness. A person may feel ill with out any detectable physical disease (Bowling. 
1997). 
There is no agreed definition of 'quality of life' although there are several that appear 
intuitively acceptable. Clearly quality of life means different things to differem 
researchers, each of whom appear to have chosen a definition that suits the task and 
have proceeded from there. There is probably no escape from this dilemma as the term 
has been established as a vague concept that covers multiple areas of human experience. 
Therefore it is perhaps necessary to confine the phrase to a generic term that covers a 
group of well-defined areas of life. 'Health-related quality of life', for example defines a 
general field of research, but it should not be assumed that it is a fixed entitv that caii 
readily be measured. 
One attempt to define quality of life has emerged in the combination of inultiple 
concepts. The WHO International Classification of Impairment, Disability aild 
Handicap (1980) has been used a basis for oral health related quality of life instrunlents 
(Locker, 1988). This combines a functional status with a status of handicap tliat is 
constructed through social meanings. Yet social meanings affect the rneanii-ig, of 
functional status. The latter became linked to psychological antecedents and 
mechanisms that in turn affect the individual's perception of their functional status. 'Hiis 
circularity produces a complex mix of two different effects. One affects the other, and 
therefore there is no stable entity to measure. As it has been assumed that these dil'Ierent 
effects are measurable. and as the end results appear to contradict thernselvcs. the 
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concept ten-ned the 'paradox of health' has emerged. The manner in which this occurs 
may be partly understood through processes that contribute to adaptation and are 
discussed in Sections 1.6.1. and 1.6.2. 
4.5.1.1 Quality of life definitions 
Although assessing subjective well-being is now popular the concept is not riew: 
Marcus Aurelius wrote that "no man is happy who does not think hiinself so". Are 
happiness and quality of life the same thing? The two concepts are intuitively sill1ilar 
and have been linked in this definition of happiness: "a olobal assessnleilt of persoll"s 
quality of life according to his own chosen criteria" (Shin & Johnson, 1978: 478 cf. 
Diener, 1984). 
Although there is no agreed definition of either overall or health-related 'quality of lite', 
what is agreed is that it is a broader concept than clinical health status. Healtli and 
functional status are just two dimensions of health-related quality of life. It takes social 
well-being into account and it has become common for all non-clinical data to be 
equated with quality of life (Bowling, 1995; Bowling, 1997). Man), definitions fall 
under a phenomenological approach which sees the evaluation of quality of life as 
dependent on the individual who experiences it: 
11optimum levels of mental, physical, role (e. g. work, parent, carer, etc. ) 
and social functioning, including relationships, anti perceptions of 
health, fitness, life satiýfaction and well-being. It should also include 
some assessment qfthe patients satisfaction with treatment, outcome and 
health status and with. future prospects " (Bowling, 1995). 
The World Health Organization (1993) provided a definition of health-related quality ot- 
life that takes both individual perceptions and the relationship to the en\, ironment into 
account in a manner that overlaps with Dubos' (1959) view, of health: 
"QualitY of l0e is defined as an individuals perception of their position in 
Jýfe in the context of the culture and value , ývstems in which theY live and 
in relation to their goals, expectations, standards, and concerns. 
It i. s- (I 
broad ranging conccpt qffected in a complex wa 'Vb'v 
the person'. s, 
physical health, psvchological states, level of independence, social 
relationships, and their relationship. y to sallent 
fiecaures of their 
enVil-01MICIlt" (WHOOoL Group, 1993 c/. 
Bowling1995). 
Echoing this definition, personal discrepancy theory \\as used to dcfine overall qLialit\ 
of life as: 
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"the difference, at a particular moment in time, betiveen the hopes and 
expectations of the individual and that individual's present experiences" 
(Calman, 1984a). 
This definition, known as 'Calman's gap', could more accurately be described as a 
theory of quality of life and has proved useful in this study. The two levels. experience 
and expectation, demonstrate that quality of life can be a shifting phenomenon. It also 
implies that experience might affect expectation and vice versa suggesting that qualitý- 
of life is a circular process rather than a static entity. 
Higgins (1987) proposed the 'Self-Discrepancy Theory'. His theory seeks to explain 
different types of within-self discrepancies. Earlier researchers have outlined links 
between the actual-self and ideal-self. For example, William James circa 1890 
anecdotally said: "Happiness is reflected in the ratio of ones aspirations to one's 
achievements" (extensive searches have failed to locate a complete reference). 
A review of the quality of life literature (de Haes & van Knippenberg, 198-5) offers a 
range of definitions that differ in that some represent a global measure (an overall 
evaluation), and others define particular components of life being important to qLiality 
of life. A selection demonstrates the diversity of definitions: 
"The ability ofpatients to manage their lives as they evaluate it" (Fayos 
& Beland, 1991 cf de Haes & van Knippenberg, 1985. - 812). 
"the degree of need satisfaction within the physical, psychological, 
social activity, material and structural area" (Hbrnquist, 1982 cf de 
Haes & van Knippenberg, 1985: 812). 
"QL is a product of patients natural endowment (NE) and the efforts 
made on his behalf by hisfamily (H) and by society (S) (QL = NE x (H 
S)) " (Shaw, 1977 cf de Haes & van Knippenberg, 1985. - 812). 
"the totality of those goods, services, situations and state Qf affairs which 
are delineated as constituting the basic nature of human life which are 
articulated as being needed and wanted" (Harwood, 1976 qf de Haes & 
van Knippenberg, 1985: 812). 
"the output of two aggregate inputfactors. - physical and spiritual" (Lill, 




These definitions are not used in this study but are interesting IIII in their diversitY with 
some hinting at a person's response to the environment in which they are situated much 
the same way as the definition of health outlined by Dubos (1959). 
Many researchers have chosen certain areas of life as indicators through intuition. An 
opposing criticism to that made of sociodental indicators (as too functionally based) is 
that while most instruments include both physical and psychological well-bein(7. less 
than half include social functioning or support. It is suggested that it is these domains 
that account for some of the unexplained variation in well-being (de Haes & Nan 
Knippenberg, 1985). The variety of definitions is diverse and include a . 'ariety of areas 
of experience. Further, it is the combination of various domains that makes subjective 
well-being increasingly complex and recursive. 
No one definition is used within this project. The World Health Organisation's (1984) 
definition of health (Section 4.4.9) assimilates Dubos' (1959) definition of health as a 
response to the environment with Calman's (1984) discrepancy theory, that is, quality 
of life as the difference between experience and expectation. While no one definition is 
used in this project, together with Dubos and Calman, the WHO provides a useful 
operational definition. The discrepancy theory of quality of life is useful because it 
defines quality of life as a process that can be built upon to take account of changing 
expectations in health. 
4.5.1.2 The paradox of health? 
Sacks (1985) states that "neurology's favourite word is deficit" and goes on to 
demonstrate the manner in which apparent 'deficits' are accommodated and even 
embraced by sufferers. He described a Tourette's patient 'Witty Ticcy 
Ray' who was 
'cured' through the use of drugs but lost something of himself in the process. His loss 
was resolved by taking a break from 'normality' 
in the weekends when he could once 
again be his 'ticcy' but vibrant and quick-witted self. 
This situation was not ascribed to 
paradox, but to the variety of ways of 
being that are open to humans if society will 
allow. Thus it is also society that must adapt, 
but as it seldom does, much adaptation 
involves both changing ones perspective and arranging an environment around the 
circumstances in which one finds oneself 
That one's own and others perspectives differ 
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and can change demonstrates that the psychological and social dimensions of illness 
represents a different type experience. 
Because health and disease are observed through different frameworks, findings ftom 
overall and health-related quality of life research have led to claims of paradox. Yet the 
purpose of quality of life assessments is to take account of differences bet%veen 
objective and clinical and subjective measures of health. Nevertheless, as a result of 
weak correlations and results that appear contradictory, such discrepancies are seen as 
paradoxical and have inspired discussion of why such differences occur. Outside health, 
studies have found that general quality of life often appears to remain unaffected by 
objective indicators. A meagre relation between objective and subjective indicators of 
happiness or well-being was highlighted in 1980 (Costa & McCrae. 1980). A 
subsequent review of subjective well-being finds no substantial correlation between 
health or age and happiness and has led to a search for psychological explanations 
(Diener, 1984; Myers & Diener, 1996). However, these studies remain largely focused 
on the individual. To varying degrees they take little account of the context in which the 
individual experiences everyday life. They do not focus on the individual as they 
interact with their environment. 
Within health, the quality of life of cancer, and other patient groups, do not differ 
substantially from that of the normal population. Using an instrument in which both 
patients and physicians judged quality of life, patients consistently rated their quality of 
life higher than doctors (Breetvelt & Van Dam, 1991; de Haes & van Knippenberg, 
1985). Similarly, the quality of life of spinal cord injury survivors was found to be good 
or excellent, and improved over time (Weitzenkamp et al., 2000). 
A 'disability paradox' emerged when people with serious long-ten-n disabilities reported 
good or excellent quality of life (Albrecht & Devlieger, 1999). Coinciding with this 
paper emerged an extensive body of work on 'response shift' (Sprangers & Schwartz, 
1999) although Allison et al. (1997) had noted the problem of with-subject change 
earlier and attributed this to the dynamic nature of quality of life. The paradoxical 
nature of health related quality of life was noted by each of these authors and Sprangers 
and Schwartz (1999) argued that response shift is a mediator of the process of 
adaptation to illness. It was recommended that response shift should be integrated into 
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quality of life research to allow a better understanding of hoNN- it is affected by changes-, 
in health status. Response shift involves a dynamic process of changing internal 
standards, values, and conceptual isation of quality of life (Sprangers & Schwartz. 1999) 
and is explained in further detail in Section 4.6.2. However, the aggregation of these 
different types of change mean that quality of life assessments do not really explain the 
different changes, in the same way the black box (Culyer, 1983) conceals a process that 
occurs between input and outcome. 
Response shift is a theory of change that has not so far been well demonstrated although 
differences between clinical and subjective measures and evidence of adaptation suggest 
that it does occur. The effects of response shift where demonstrated have both positive 
and negative implications. That people can adapt and maintain a good quality of life iii 
the face of disease and impairment is seen as a positive form of response shift and in 
some cases is encouraged (Wilson, 1999). It may also mean that people do not seek 
beneficial care. 
The term paradox is itself only a description of an unintuitive finding. In a critique of 
claims that a 'disability paradox' exists (Albrecht & Devlieger, 1999), the meaning of 
the term paradox was deconstructed. The disability paradox is based on two facts that 
lead to assumptions. The first is that there are some people whose physical and/or 
mental states differ negatively from the norm (although some would argue that the 
difference is not necessarily negative). The second is that 'persons-of-difference' often 
report a positive life quality (Koch, 2000). From these facts the assumption has been 
made that: 
"The common understanding of a good quality of life implies being in 
good health and experiencing subjective well-being and life satisfaction. 
Conversely, one can argue that ifpeople have disabilities they cannot be 
considered in good health nor possess a high level of life satisfaction" 
(Albrecht & Devlieger, 1999). 
The facts are then transformed into two axioms: (a) physical normalcy equals acceptable 
life quality. (b) Physical differences result in diminished life quality. Thus if a person 
with a physical difference has a good quality of life there is a paradox (Koch, 2000). It 
is pointed out that there are few, if no, real paradoxes, and that the term has been used 
loosely and incorrectly in health, the anomaly lying in the difference between disease 
and illness (Koch, 2000). However, the point made is that quality of life 
depends on a 
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variety of factors. The critical issue is how people cope 1xith change and this is 
dependent on cultural, interpersonal and social factors. This important process is lost if 
one writes it off as a paradox. 
It is suggested that the confusion has emerged as a result of underlying definitions of 
health and health-related quality of life. This confusion can be resolved by: 
a) understanding that health states can be measured from a number of different 
perspectives, which when compared will tend to produce paradoxes of a 
common sense nature 
b) adopting a definition of health which can account for adaptation of person and 
enviromnent. 
It follows that the use of the term 'disabled' highlights a potential problem with the 
WHO ICIDH (1980). The term creates a 'default assumption' implying a deficit and 
assumption of an inferior quality of life (Koch, 2000). If accepted, as it appears to have 
been, this assumption limits research. Locker (1988), unlike Albrecht and Devlieger, did 
not suggest that disability automatically leads to handicap. The terms were defined 
separately (WHO, 1980). However, if scores of disability and handicap are aggregated 
confusing results may emerge when subjective status is compared to clinical and vice 
versa. 
Although this represents one example of paradox, the same problem has emerged in 
other quality of life research. Two axioms have been suggested which have created 
confusion. There is a statement of disease, impairment or disability that leads to an 
assumption that this cannot exist alongside a feeling of well-being, or without 
handicap. The effect of the first statement, the impact of disease for example, is 
assumed to directly affect the state of well-being. However, well-being is a separate 
entity and can also have a recursive affect on the way the impact is received. Different 
people will respond to and cope with disease in different ways. The process is circular 
rather than linear and the problem of 'quality of life' becomes tautological. 
These issues have been considered in relation to oral health related quality of life 
literature. Here it is acknowledged that clinical and subjective indicators document 
different dimensions of human experience (Locker & Slade, 1994). What is needed are 
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concepts through which these different dimensions of experience can be explored. It 
needs a theory that allows for paradox as part of its logic rather than vieN%ing it as a 
mistake or contradiction. As Koch (2000) points out, paradoxes emerge through the 
mixing of formal logic with various modes of experience but it is the initial premise or 
structure that is incorrect. One approach which used the idea of paradox productively in 
sociology is that of Luhmann (1984). This theory incorporates the paradox that society 
cannot observe itself from within itself. As it tries to observe itself, it reconstructs itself. 
This is a recursive trap in which different hierarchies of meaning, when observed 
together, emerge as paradoxes: 
"Observing such systems under the special constraints Qf logical 
analysis, we have to describe them as paradoxical systems or as 
"entangled hierarchies" (Luhmann, 1990: 8). 
'Entangled hierarchies' emerge because reality is constructed from different 
perspectives, there is never a one to one fit between what is seen or experienced and 
some static external reality. There will always be variation in meaning. The reality of 
disease and that of ones response to disease are of two very different orders. The 
solution is to find a framework that allows the ways people respond to disease to be 
mapped. This requires a methodology that allows for different and changing viewpoints 
as well as the context in which they are situated. This theme is further explored in 
Section 4.10. 
Subsequent studies of the psychological affects on response to oral disorders 
demonstrate the importance of understanding the individual who is reporting about how 
oral conditions affect functioning and well-being (Kressin, Reisine et al., 2001). It 
demonstrates that it is important to be able to observe what the individual is observing 
to understand how the meaning of quality of life emerges. It is therefore necessary to 
develop a methodology that will allow us to observe what the individual observes to 
understand how variations and changes occur. 
Some of the existing approaches to variation and change in the meaning of quality of 
life will now be considered. The following section traces some of the psychological 
concepts that have been applied to changes and variations in the meaning of quality of 
life. Response shift is discussed in fuller detail followed by a section on sociological 
approaches to chronic illness that focus specifically on meaning and change. 
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4.6 PSYCHOLOGICAL AND SOCIOLOGICAL APPROACHES 
TO QUALITY OF LIFE 
Changes in the meaning of quality of life have been theorised using psychological and 
sociological principles. Some psychological concepts are demonstrated in the 'response 
shift' model which has recently received much attention in the quality of life literature. 
This review will also consider some of the important developments in medical 
sociology which considers people's subjective construction of meanings and how these 
change. 
4.6.1 Psychological approaches to quality of life 
Personality, trait and cognitive theories have contributed to our understanding of change 
in quality of life and its measurement. These approaches include the distinction between 
affect and cognition, social comparison, altruism, optimism, adaptation and coping. One 
solution to these problems has been the development of individualised quality of life 
assessments. These methods are underpinned by cognitive approaches such as personal 
construct theory (Kelly, 1955) and locus of control (Rotter, 1992). While outside the 
group-oriented approach of oral health related quality of life measures, this area 
demonstrates that there may be need to consider very much more idiosyncratic ways of 
assessing quality of life. This review includes an example where the personality trait 
4negative affectivity' applied to oral health related quality of life. It demonstrates an 
example of one intervening variable that can contribute to variation and change, while at 
the same time shows that the relationship between health and disease is complex, 
subject to contextual factors, and of two different dimensions. 
4.6.1.1 Change in quality of life 
Paradoxes are assumed in quality of life when clinical indicators of disease and 
sub . ective indicators of health related quality of life are weakly associated. Underlying 
this discrepancy is the observation that people vary between each other and there is a 
change in what quality of life means to them over time. The latter occurs when the 
impact of disease becomes more or less significant. There are a number of 




Since clinical indicators of disease and subjective indicators of health related quality of 
life are two different dimensions of human experience (Locker & Slade, 1994). 
discrepancies between clinical and quality of life assessments might, for example, be 
explained by the distinction between affect and cognition. Affect refers to an emotional 
phenomenon, that is, how pleasant an experience feels. Cognition refers to rational 
appraisal and relates to disease. This includes reasoning, thinking and satisfaction (de 
Haes et al., 1992). The assumption is that life events lead to more changes in the 
affective than in the cognitive component of well-being. So while both affecti,,, e and 
cognitive components of quality of life will be affected in cancer patients, the affective 
component will be affected more. In other words, the cognitive component of quality of 
life assessment is believed to be less sensitive to change than the affective component 
(McKennel 1978 cf. Guttman & Levy, 1982). 
In the same vein 'problems of health' can be distinguished from 'evaluations of health' 
(Hyland, 1992). The former is related to cognitive knowledge of health status and 
corresponds with functional subscales in quality of life instruments. The latter, 
'evaluations' relates to a more personal and emotional appraisal of health status. We can 
think of these as the difference between disease and health. Hyland (1992) further 
distinguishes between negative emotional evaluations and positive emotional 
evaluations. Because these are related to both traits and environmental circumstances 
they are likely to vary within and between individuals. 
If it is evaluations of health that are sub ect to change, there are a range of psychological 
mechanisms that can affect such change. Social comparison (Festinger, 1954) can 
affect self-esteem. It suggested that individuals evaluate their situation by comparing 
themselves with others. For example, people with cancer may compare themselves to 
others who are worse off, or who are not coping as well as they are, and so feel better 
about themselves. Social comparison can be intrapersonal, when comparing one's own 
past, or interpersonal, when comparing with others (Gibbons, 1999). It may also involve 
a comparison with an imagined scenario. 
Self-esteem may involve upward or downward comparison and either way can produce 
positive or negative affects (Buunk, Collins, Taylor, van Yperen, & Dakof 1990). How 
one interprets the information gained from comparison may depend on already existing 
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assumed that a comparison in a given direction will lead to a particular affective 
reaction. For example, upward comparison may tell you that: (a) you are not as well off 
as everyone and (b) that it is possible for you to be better off than vou are at present. 
This information may be interpreted positively or negatively, depending on the person's 
personality and circumstances. Those who focus on the negative xvill feel worse and 
vice versa. The same applies to downward comparison. One can focus on the fact that 
one could get worse, or that one is better off and feel good (Buunk, Collins, Tavlor. van 
Yperen, & Dakof 1990). 
A further affect on changing well-being in health quality of life concerns the ability to 
dwell less on the self. When compared with depressed people, happy people are said to 
be less self-focused. It is thought that altruism and benevolence can influence XN'ell- 
being by encouraging 'outer-directedness' and thus has an effect on quality of life 
(Schwartz & Sendor, 1999). The benefit to the helper may be result in a changing self- 
evaluation despite no change in objective function or circumstances. Helping others 
showed an improvement in confidence, self-awareness, self-esteem, depression and role 
functioning. Further, people offering support to patients showed a greater improvement 
than the supported patients (Schwartz & Sendor 1999). 
The explanation is that the solipsistic self-absorbed nature of illness exacerbates pain 
and limits the patient's ability to make use of psychological resources. If the patient can 
learn to project outward and focus their attention away from themselves they can view 
their condition through an altered perspective. This process involves a reflexive self- 
consideration and reflecting inward where the patient imagines the illness as apart from 
themselves, then re-evaluating themselves in relation to this externalised image to gain a 
new sense of health (Kleinman, 1980 cf. Schwartz & Sendor 1999). This theory is also 
compatible with Dubos who sees adaptive health as "the ability to engage in effective 
interaction with one's physical and social environment" (Dubos cf. Schwartz & Sendor, 
1999: 156). 
Studies of subjective well-being show that happy people are more optimistic (Myers & 
Diener, 1996). Taylor and Brown (1988) cite numerous studies that suggest that most 
people are overly optimistic and that this 'illusion' is beneficial for psychological well- 
being. This may explain why some patients appear to enjoy a better quality of life than 
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objective assessments would suggest. Optimism is also linked to beneficial health 
outcomes. Echoing Bandura's self-efficacy theory (1977), it is suggested that optimistic 
individuals are more able to cope with stress than pessimists (Scheier , 1989; Scheier & 
Carver, 1987). Evidence suggests that optimism is a moderator of the type of social 
comparison and the role that it plays in quality of life. Optimistic people do not IoNver 
their comparison level when threatened whereas pessimistic people do so. Thus a 
positive outlook may be a predictor of the type of positive change people undergo 
following negative life events (Gibbons 1999). 
The apparent paradox between objective and subjective assessments of qualitý' of life is 
the result of the various processes outlined above which culminate in adaptation. Thus, 
adaptation may be seen as a process, but one that is mediated by psychological 
processes. Therefore it is also an outcome that may be described as the core of health 
itself again echoing the notion of human health as the expression of the manner in 
which the individual responds and adapts to the environment (Dubos, 1959). 
The course of adaptation is explained where it has been observed that after negative 
events, or indeed positive ones, there seems to be a tendency towards recovery and an 
acceptable level of well-being or normality. Adaptation in this sense may be described 
as an intrapsychic process in which past, present, and future events are given such 
cognitive and emotional meaning that an acceptable level of well-being is achieved. 
Importantly, the meaning given to events is produced by the individual. Adaptation 
results in a level of well-being that 'belongs to the person' (Heyink, 1993). This theory 
suggests that it is the individual's adaptation to his or her own situation, and to the goals 
that he or she sets, that matters. Objective characteristics of the situation are irrelevant. 
If the problem (such as disease) cannot be changed, the meaning of it can be changed 
thus re-establishing a level of well-being. 
Adaptation Level (AL theory) (Helson, 1964) is a fundamental theory that underlies 
many succeeding theories of adaptation. It is defined as follows: 
"the subjective experience of stimulus input is a function not of the 
absolute level of that input but of the discrepancy between the input and 
past levels" ((Brickman & Campbell, 1971). 
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In the face of a positive occurrence the subjective standard for gauging pleasure rises. A 
new level is established against which new experiences are compared. The important 
principle is that habituation will produce a decline in the subjective pleasure of the 
input. AL theory means that that in contrast to highly pleasurable occurrences, more 
mundane events become devalued. As Dubos (1959) argued, there can be no utopia. The 
notion is too static and unchanging. It would provide no challenge, only boredom. 
An apparently pessimistic theme emerges here - that humans are condemned to live on a 
"hedonistic treadmill" (Brickman & Campbell, 1971). New levels of pleasure or 
stimulation are necessary to maintain levels of leasure. However, if the standards by p 
which people judge events are relative to a level that is reset according to events, 
habituation can render both positive and negative events neutral, as in the case of cancer 
patients who manage to adapt to changing circumstances. AL theory fails to account for 
individual differences in well-being (Costa & McCrae, 1980). As it stands, the theory 
would suggest that everybody maintains a relatively even level of happiness. 
Coping is closely related to adaptation, although it suggests a manner of dealing with 
problems, whereas adaptation can apply to positive or negative situations (Allison, 
Locker, & Feine, 1997). It has been found that teaching coping skills enhances quality 
of life (and facilitates response-shift) of multiple sclerosis patients. Coping skills 
intervention yielded gains in psychosocial. role performance, coping behaviour, and 
numerous aspects of well-being (Schwartz, 1999). Optimists make better use of general 
strategies of coping including problem and emotion-focused coping (Lazarus, 1966 cf. 
(Folkman, 1997; Scheier & Carver 1987). 
A further coping strategy is described as 'avoidance' (Hyland 1992). A person will avoid 
situations that impinge on their well-being. Quoting Goffinan, Bury (1982) referred to 
avoidance as an adaptive process: 
"Individuals begin to restrict their terrain to local andfamiliar territory 
where they are least likely to be exposed to the gaze and questions of 
acquaintances and strangers" (Goffinan, 1968 cf Bury, 1982). 
This tendency may be a personality trait and people vary in the relative tendency to 
engage in success seeking behaviour versus failure avoiding behaviour. To cope with 
chronic illness a patient will restructure goals and expectations to achieve very little, 
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thereby avoiding the possibility of failure (Hyland, 1992). This may be seen as a form 
of adaptation, in this case structuring the environment to fit the problem. rather than 
coping with and adapting to the problem. 
4.6.1.2 Trait approaches to individualised qualitj, of life questionnaires 
Current quality of life assessments assume that quality of life means the same thing to 
different people. This is partly because they have been developed using a pragmatic 
group-oriented approach (Bullinger, 1999) rather than an individualised approach. 
Proponents of the trait approach (Allport, 1961; Cattell, 1967) propose that genetic or 
learned traits determine the behaviours of the individual in a stable or situatiolially 
variable way. The range of personality characteristics are assumed to be intra- 
individually applicable through the location of the person in a particular constellations 
of dimensions. Personality is therefore only unique in that an individual is made up of a 
particular pattern of traits. 
The trait approach has been applied to assessments of oral health related quality of life. 
That psychological variables can intervene in the oral health related quality of life has 
been explored through the personality trait 'negative affectivity' (NA). It is accepted in 
the medical literature that personality affects patient's evaluations of their health related 
quality of life. This means that accurate interpretation of oral health related quality of 
life measures require an understanding of the individual and contextual factors which 
might influence patients assessments of their quality of life. Kressin et al. (2001) 
focused on 'negative affectivity' (NA) to investigate how such factors might intervene 
in oral health related quality of life assessments. NA is a general disposition to 
experience subjective stress, including aversive mood states such as anger, disgust, 
scorn, guilt, fearfulness and depression (Kressin, Reisine et al, 2001). It was kriowil 
that individuals higher in NA report worse self-perceived health and more symptoms 
while NA's associations with clinical assessments are less consistent. 
This finding is termed the 'symptom perception hypothesis' which states that high NA 
individuals are likely to perceive and/or complain about health concerns (Watson 'k 
Clark, 1984). Therefore NA could cause heightened sensitivity to health conditions and 
their impact on well-being leading to inflated health complaints and worse qLialit\ ol 
life. It can be seen that this is a factor that could contribute to variation in the meaning 
of quality of life between people. 
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The purpose of Kressin et al. 's (2001) the study was to examine the association bem-een 
the personality trait of negative affectivity and oral health related quality of life. It was 
hypothesised that individuals high in NA would report , vorse oral health related qualitv 
of life after controlling for other factors. NA was significantly and consistently 
associated with oral health related quality of life. More subjective scales, such as those 
on OHIP were more affected by NA whereas number of teeth \vere not consistently 
correlated with quality of life particularly with the OHIP. A lo\\-er oral health score may 
therefore not indicate worse oral health, but Individuals disposition to complain or 
view many things negatively" (Kressin et al, 2001: 422). Apart from the appearance of 
weak correlations between clinical and subjective measures. this study highlights the 
importance of understanding the individual who is reporting about hoNv oral conditions 
affect functioning and well-being. It demonstrates that it is important to be able to 
observe what the individual is observing to understand how the meaning, of quality of 
life is formed. 
The trait approach is seen as too essentialist by cognitive personality theorists (Levvin, 
1935; Kelly, 1955) who maintain a more constructivist approach \\, here behaviour 
comes about through the perceptions of the physical, personally relevant environment. It 
assumes that cognitive processes structure the outer world and that behaviour is onlý' 
elicited through cognitive representations ( Bullinger, 1999). 
4.6.1.3 Cognitive approaches to individualised quality of life assessments 
Cognitive personality theories concern how we come to *know' and take two 
ontological perspectives. Knowing is seen as either an active or passive process. Passive 
ways of knowing relate to empiricism where knowledge is acquired through experience. 
The person is seen as a tabula rasa upon which experience leaves its mark. In contrast, 
active 'nativist' approaches place the emphasis on the way the mind interprets incoming 
sensory information (Cleitman et al., 1999). It is through the latter, acti\'C approach, that 
people's differing and changing perceptions of quality of life can be better understood. 
Plaget's (1932,1950,1970; 1972) cognitive theorý, of child development represents the 
active approach. Based on his model of child develo ment and learniiio, Piaget's theory p tý -I 
centres on the development of cognitive structures. in other words, mental "maps, " 
schemes, or networked concepts for understanding and responding to physical 
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experiences within his or her environment. The theory underpins Glasersfeld's (19s4) 
radical constructivism which is central to this study. A detailed outline of Pia(ýet and 
explanation of how it forms the basis of constructivism may be found in Section 4.10. 
Likewise, cognitive personality theory assumes that cognitive processes structure the 
outer world. People differ because they react differently to similar situations (Bullinver 
1999) and will therefore respond in different ways to the presence of disease. 
An example of an individualised theory that goes some way towards explaining an 
active approach to the world is personal construct theory (PCT) (Kelly 1955). In 
contrast to personality psychologists that had characterised the individual in dimensions 
that they themselves had constructed, PCT aims to discover the dimensions that 
individuals themselves use to interpret or to construe themselves and their social worlds. 
These 'personal constructs' can then be used to develop a system that describes each 
individual person anew, rather than an assumed shared and stable meaning of quality of 
life (Bullinger 1999). 
Social cognitive theory goes further in taking the environment into account. These 
interactionist approaches assume that personality is the interplay between internal and 
external constellations in which the interaction between person and environment is of 
unique importance (Bullinger 1999). Rotter (1954; 1992) states that the behaviour of an 
individual is based on past experience. New experiences are added to the pool of 
existing experience and at the same time influences new experiences. The best example 
of the way past determines behaviours is Rotter's (1992) theory of locus of control. The 
belief that one has internal control over ones circumstances produces different 
behaviour to the belief that one has no control. 
Cognitive personality theories have been applied to individualised quality of life 
assessments because it is maintained that individuality has to be created anew for each 
person within a measurement system. There remains a need to consider those external 
t, actors that contribute towards the experiences and expectations that make LIP 
individuality. 
4.6.1.4 Conclusion 
]'he psvchological theories outlined above are examples of those that have contributed a 
great deal to our understanding of quality of life and its meaning and measurement. 
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They account for a range of ways for how people might change their meanings of 
quality of life. The distinction between affect and cognition provides a fruitful startin(-, 
point for an exploration and unravelling of the paradoxes that appear in quality of life 
assessments. The social cognitive approach to individualised quality of life. particularly 
interactionist theories,, argues that the interaction between the person and situatioii must 
be considered. It is recognised that clinical and subjective indicators document different 
areas of human experience. These two dimensions. disease and health. are discreet 
events that do not necessarily impinge on each other yet when a cause and effect is 
assumed paradoxes emerge. It is also noted within oral health that the accurate 
interpretation of oral quality of life measures requires an understand, n -(-, of the 
contextual factors which might influence patients' assessments of their health and \\-cll- 
being. We therefore need to consider how people forrn their meanings of oral health and 
how this impacts on their quality of life. This suggests that Nve need to consider 
variables that intervene in each stage of models of health such as that of Wilson and 
Cleary (1995) along with the context in which changes occur. To do this ý, N-e need to 
view that context through the eyes of the individual to understand the framework 
through which meaning of quality of life is formed. Rather than observing" an observer, 
what is needed is a method through which the way an observer views the world can be 
seen and how that observer operates within his or her particular context. These 
approaches could then be built on, as indeed Piaget's theory has, using sociological 
principles to observe what the individual observes while taking account of the way the 
individual interacts with the environment. 
4.6.2 Response shift 
Response shift is a recent approach to change in the meaning of quality of life that 
incorporates psychological antecedents and mechanisms of change (some of which are 
outlined in section 4.6.1) that together result in an adaptation to a changing state. Tile 
dynarnic quality that 'quality of life' has and the mechanisms of response shift (Allison, 
Locker, & Feine, 1997. Sprangers & Schwartz, 1999) has its foundations in 
GolembieNvski et al. 's (1976) theory of alpha, beta and gamma change. Tile three IaN ers 
of change increase in complexity Nvith alpha at the most basic: 
0 Alpha change entails change where the construct under assessment is stable, a 
person's attitude to a problem, for example. 
Beta chanoe introduces a recalibration in internal standards (change of attitude). 
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o Gamma change involves a reconceptualization of the problem. 
Thus if a problem occurs, and a person both changes their internal standards of 
measurement, and reconceptualizes the importance of the problem, a final measurement 
of 'quality of life' is actually a combination of several changes. It suggests that such 
measures will be crude and not really able to explain the different changes in the same 
way the black box (Culyer, 1983) conceals a process that occurs between input and 
outcome. 
Response shift as a concept was originally attributed to an underreporting of symptoms 
(Breetvelt & Van Dam, 1991). The term also appeared in Allison et aLs (1997) 
discussion of the dynamic nature of quality of life which was also based on 
Golembiewski's theory. They illustrated the dynamism of quality of life by relating it to 
Einstein's theory of special relativity where an observer of a moving body cannot be 
sure whether the body has moved, he or she has moved, or both have moved. Quality of 
life instruments assume that subject's attitude does not move and that the only change is 
symptom change. When it is discovered that the subject's level of well-being has not 
been unduly affected by the occurrence of cancer, for example, a paradox is assumed. 
However, attitude is not constant and is mediated by time and experience. 
Based on Golembiewski's theory, response shift is defined as changing internal 
standards, values and the conceptualisation of quality of life: 
"a change in the meaning of one's self-evaluation of a target construct as a result of. 
(a) a change in the respondent's internal standards of measurement (scale 
recalibration, in psychometric terms); 
(b) a change in the respondent's values (i. e. the importance of component domains 
constituting the target construct); or 
(C) a redefinition of the target construct (i. e. reconceptualization)" (Sprangers & 
Schwartz, 1999). 
The Allison et al. s (1997) and Sprangers and Schwartz (1999) definitions overlap in that 
they are both based on Golembiewski's theory (Golembiewski, Billingsley, & Yeager. 
1976). However, the latter operationalised the definition in a theoretical model of 
response shift and quality of life. Although the confusion of different types of impacts 
remains, the response shift a model (Sprangers & Schwartz, 1999) breaks down the 
factors that affect quality of life (see Figure 2. ). The model integrates antecedents of 
response shift, such as personality traits, with mechanisms of response shift, such as 
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adaptation- I evel theory. Incorporating more stable aspects of personalit%r that exist prior 
to health problems helps to account for why different people exhibit different levels of 
well-being, whether they change or not (Costa & McCrae. 1980). The model begins 
with the catalyst, that is the change in health status, followed by antecedents such as 
soc i o-demo graphics, personality (optimism. self-control, mastery). expectations and 
spiritual identity. 
If response shift occurs, and evidence suggests that it does, it is likeIN. to have both 
positive and negative implications. If individuals can adapt and maintain a good qualitN, 
of life in the face of disease response shift can be beneficial (Wilson, 1999). Response 
shift could also affect the validity of quality of life assessments and this in turn could 
limit their applications (see Table 1). Response shift is therefore potentiallý' a positiVe 
adaptation but could compromise the potential applications to which assessments of 
quality of life are used. 
Response shift applied to a variety of areas in health (Daltroy et al. 1999; Gibbons, 
1999; Schwartz & Sendor, 1999; Wilson, 1999). It is useful in that it breaks down the 
process of change, allowing for both antecedents and mechanisms of change. 
Antecedents and mechanisms of response shift include behavioural, cognitive and 
affective processes of coping, social comparison, outer-directedness, goal reordering, 
reframing expectations, adaptation and spiritual practice (Section 6.4.1. ) However, 
response shift remains a model of one-way adaptation to a health impact and does little 
to take the environment into account. People vary between each other partly because 
they live within differing environments and respond to them in different \vays. 
Sociological explanations allow for a more interactive process of adaptation. 
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Figure 2. A theoretical model of response shift and quality of life (QoL) (Spranger" 
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4.6.3 Quality of life and meaning in chronic illness: sociological approaches 
The second perspective on the paradox of health and changes in assessments of quality 
of life comes from sociological approaches to chronic illness. Health related qualitv of 
life concems people's relationship with, and response to. health rather than health 
problems themselves. This has grown in importance as people have begun to live longer 
but suffer more chronic conditions. Public health and some medicine have been 
successful in eliminating many infectious diseases and surgical procedures have 
improved life expectancies of those diseases that cannot be cured. These changes liave z_:, 
meant that the social and psychological response to disease has become increasillgly 
important leading to an emphasis on quality of life. It is of particular importance 
because there is a need to understand the impact of medical treatments on people's liN'cs 
and not just in clinical terms (Gerhardt, 1990). 
Dental ill health represents the most prevalent group of chronic disorders (SlIeiham, 
Maizels & Cushing, 1982). There are valuable concepts that have been developed in t1le 
study of chronic illness that may be applied to oral health. Chronic conditions do not 
only affect people negatively, people have the capacity to act back, adapting to, and 
accommodating health problems. A good quality of life can be maintained and 
sometimes even improved. On the flip side of the coin, this should not mean that those 
who are more accepting of health problems should be denied the resources that are 
available to help people cope. 
The increased prevalence of chronic illness has led to the suggestion that people are less 
satisfied with their health (Barsky, 1988). On the other hand, people's capacity to adapt 
and cope with health impacts has led to claims that a paradox of health exists - people 
maintain a surprising level of well-being against the odds. Such changes have meant 
that surveys of disability and morbidity do not reveal the different experiences that lie 
behind the data (Bury, 1991). Again, surveys that aim to measure quality of life also fail 
to address and measure the interN, ening variables that affect quality of life. 
4.6.3.1 Otitsider and insider perspectives 
In sociology illness has been conceptualised in different ways, ranging from 'outsider 
perspectives to more recent I insider perspectives'. Parsons' sick role dorninýtted 
sociological views of illness. conceptual I sing illness as deviancc and the physiciari as ltý - 
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the social agent of control. The focus on the sick person as a patient led to a ileglect of 
the social and psychological aspects of illness. that is. the sick persoii's subjective 
experiences, including their expectations and perceptions of illness. This xN-as 
particularly unsuitable for the study of chronic illness experience. Mechanic's 'Illiless- 
behaviour' did take account of the way people perceived syinptoms before seeking 
medical care. However, it neglected the illness experience itself and ho-vN, it is managed 
(Conrad, 1990). 
Goffman's Asylums (1968) exemplified the symbolic interactionist perspective which 
focused on the patient's view and was one of a number of studies that challenged the 
'sick role'conception and functional approach that lay behind it (Conrad & BUry. 1997). 
However, qualitative research into chronic illness came into its own with Glaser and 
Strauss's Chronic Illness and the Quality of Lýfe (1975). Here an emphasis was placed 
upon the ways people try to live as normal a life as possible despite illness from a social 
and psychological perspective (Conrad & Bury, 1997). 
4.6.3.2 Biographical disruption 
Because chronic illness is a long term, and perhaps pen-nanent, event in a persons life, 
classic sociological approaches to illness have failed to fully capture the temporal nature 
of long term illness (Bury, 1991). In addition, Bury argues that interactionist approaches 
have been too descriptive, ignoring wider theoretical concerns. He offers a perspective 
that sees chronic illness as 'biographical disruption'. a situation where, as a result of 
illness, the structures of everyday life and the forms of knowledge that underpin them 
are disrupted. Further, it is often the case that when ordinary situations are disrupted 
that they can best be studied (Bury, 1982). 
Bury (1982) broke biographical disruption down into three areas. First. is the disruption 
of the taken for granted assumptions of everYdaY life. Second, Is similar but on a deeper 
le, vel. There is a disruption of peoples explanatory systems and leads to a need to 
rethink and reconstruct the biography. This is akin to Williams (1984) narrative 
reconstructions (Section 5.5.2.4. ) and requires explanation and leoitimation (Bury. 
1991). Third, is the need to gather together resources to cope \\ith disruption. These 
three processes are linked to the unfolding of the chronic process. 
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0 Unlike acute illness. it is difficult to identifý, the onset of chronic illness and help 
seeking may be delayed. Initial symptoms that may be recognised by professionals mav 
be attributed to other sources. Symptoms ma-y be hidden or justified even by the 
sufferer. However, in time even commonsense assumptions and explanations fall to 
account for symptoms and there becomes a period of uncertainty. The final acceptance 
that something in wrong and the final diagnosis may come as a relief (Bury, 1991). 
0 While the separation of disease from the person has fallen under critiques of the medical 
model, it gives the person the opportunity to remove responsibility for the disease from 
the self and so protect the self-identity. However, uncertainty remains a characteristic of 
chronic illness. The impact and course of the condition may be unknown, and in the 
initial stages it is difficult for the person to know how to behave in the face of the 
effects (Bury, 1991). Yet uncertainty has also been seen more positivelý' in that it allows 
a place for hope (Mishel, 1988). While there is hope, the person may gather the strength 
to cope and adapt in other ways. Therefore attempts to find meaning and provide 
explanation also involve an active alteration of the external environment. This MaN, 
involve the maintenance of helpful relationships and the withdrawal from others leading 
to a changed social group and possible social isolation (Bury, 1991). 
Thus while medicine has a place in chronic illness, biographical disruption is a 
disruption of social relationships and the ability to mobilise material resources and 
involves multiple factors. This may include the disruption of reciprocal relationships 
and problems of legitimation and stigma, which also affect the person's ability to make 
use of available resources. It is exacerbated by the inequality of resources that 
contribute to the original disruption in a circular manner (Bury, 1982). 
Biographical disruption affects the person both physically and psychosocially: "Loss of 
confidence in the body leads to loss of confidence in social interaction" (Bury, 1991: 
45-3)). Within this, meaning in chronic illness refers to the consequences for the 
individual and the significance that different conditions carry. Some conditions may be 
stigmatising. as in socially visible tooth decay, or disabling, as in pain or inability to eat 
certain foods. During the course of the illness, meanings that have been attached to the 
illness iiiav become unstable, or 'at risk'. The person can never be sure that their oxvii 
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meanings, or definitions, are shared by others (Bury. 1991). There is therefore. a need to 
reconstruct meanings of health and the meaning of quality of life. 
4.6.3.3 Adaptation 
In discussing the 'sociology of chronic illness', Bury (1991) shows how not on1v is a 
biomedical model inadequate, but so are models that emphasise isolation, stigma, or the 
'master status' of illness and disability labels. Instead people can overcome the problems 
of biographical disruption and adapt to some extent. This research can explore 
experience and apply the concepts to more abstract concepts. Bury has attempted this in 
theorising the concepts of biographical disruption, legitimation and the related terms of 
coping, strategy and style. He argues that in this way wider structural factors can be 
employed to enhance understanding of the problem. 
The terms coping, strategy and style are important in discussions of adaptation and are 
often used simultaneously. Bury (1991) suggests that for analytic purposes the three 
terms should be distinguished more clearly. Coping involves the maintenance of a sense 
of value and meaning in life, despite the problems of symptoms and their effects. 
Therefore it involves the cognitive process of toleration and acceptance, rather active 
adaptations. In this normalisation may mean separating the illness from the identity so 
as to protect it, or on the other hand, incorporating the impact as a normal part of t1le 
identity. Strategy involves actions taken to mobilise resources rather than 'putting up 
with' impacts through a change of attitude. Style refers to the way people respond to the 
illness. This may involve 'accommodation' styles, or'active denial'styles. 
Bury reiterated the point that the focus away from the medical model presents an 
opportunity to enable people to adapt and respond to illness positively, but also the 
danger that these changes might benefit the articulate and better off at the expense of 
more marginal groups. 
Adaptation in this context portrayed by Bury would have a similar consequence for 
quality of measures as that of response shift. However. for Bur. y adaptation requires a 
changed meaning, or reconstruction of meaning as a result of biographical disruption. 
Response shift fails to capture the temporal nature of chronic illness and neither docs it 
set people's adaptive processes in the context of their environment. 'Williams (1984) 
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P extends the temporalisation of Bury's adaptation through the concept of 'narrative 
reconstruction'. 
4.6.3.4 Narrative reconstruction 
Williams (1984) demonstrated how beliefs about the causes of illness could be 
understood as a 'narrative reconstruction'. Chronic illness leads to fragmentation of the 
person's established worldview and identity. Narrative reconstructions endew. -our to 
0 reconstruct this worldview in light of biological disruption. Therefore on the experience 
of impact the narrative may be altered to account for present disruptions. 
Acknowledging narrative reconstructions provides a challenge to the traditional looic of ýI 
cause and effect. That 'this caused that' becomes changed in the reconstruction to 
reaffirm that life does have a course. The past is reconstructed so that it has meaning or 
purpose for the present. Therefore in retrospect, 'because' motives can be selected from 
a multiple of causes that will provide meaning to the person: 
"Narrative reconstruction is an attempt to reconstitute and repair 
ruptures between body, seýf, and world by linking-up and interpreting 
different aspects if biography in order to realign present and past and 
self with society. In this context the identification of 'causes' creates 
important reference points in the interface between seýf and society" 
(Williams, 1984: 197-198). 
Williams (1984) attempted to show that causality needs to be understood in terms of 
narrative reconstruction and that past can be changed in light of biological disruption. 
Events in the present feed back and restructure events in the past, which in turn, effect 
the present. In this way people reconstruct the past in light of the disruption of the 
present as a result of chronic illness. This recursive theme does not yet feature in health 
related quality of life assessments, or indeed in response shift. In quality of life the 
reflexive view of the self, as an observer from the outside, affects subsequent self- 
thernatizations. 
Williams (1984) was influenced by Mead's theory of the past which involved four 
dimensions: the symbolically reconstructed past; the social structural past; the implied 
objective past, and the mythical past (Maines, Sugrue & Katovich, 1981). Eacil of tile'se 
dimensions may be considered in relation to the narrative account. For exarnple, each 
dimension operates to create a self-determining 'reality'. The past is reconstructed in a 
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meaningful manner that creates structure that implies an anticipated future. so effectin2 
future. Mythical pasts do this in a similar way, for example through ideologies. 
Biographical disruption and narrative reconstruction are considered better suited to the 
study of meaning change in health related quality of life than purely psychological 
approaches that tend to view the individual in isolation from his or her environment. In 
addition, the reconstructed past suggests a future that affects what the past is perceived 
to be allowing for a less linear concept of time. However, the groups studied bý- Burý' 
and Williams suffered from major chronic illnesses such as rheumatoid arthritis. Oral 
disorders are not always obvious, often have less of an affect on everyday life and are 
often not apparent at all. To follow are some examples of qualitative research that has 
been carried out in dentistry that shows signs of adaptation. 
4.6.4 Adaptation in oral health 
Little qualitative research has been carried out in dentistry. Some shows that people do 
adapt to challenges brought about through dental disease and in particular, age related 
dental impacts. In one such study mentioned earlier (MacEntee, Hole & Stolar, 1997) 
elderly participants recognised the importance of adaptability themselves. In this studý' 
the adaptive capacities of people emerged when they were asked about the significance 
of the mouth in old age. The participants accepted that their mouths and teeth were not 
as healthy but found ways to adapt or believed it was possible. The feeling was that 
although "as one gets older (your mouth is) not as healthy as it used to be" adaptation 
was possible (MacEntee, Hole & Stolar, 1997). Another commented that he did not 
need to go to the dentist because he was free of pain and "... chewing fairly well". Thus 
it was accepted that 'fairly well' was good enough at this stage of life. 
Rather than oral health in old age following a linear decline, the adaptive capacities of 
elderly individuals allowed a more positive two-way continuum of deterioration and 
recovery. MacEntee et al. (1997) argued that measures of dysfunction tend to depict old 
age in negative terms. Through their findings MacEntee et al. (1997) devised a gain/loss 
model incorporated in to a framework that accommodated oral comfort, hygiene and 
general health as an interacting trinity. Most importantly comfort included an adaptiVe 
movement bet'kN-een impairment and handicap rather than a progressive decline. 
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An earlier study (Schou & Eadie, 1991) examined oral health nornis and behaN-iour 
among elderly people in Scotland. Like MacEntee at al. 's (1997) subjects. tooth loss NN-as 
both expected and accepted as part of the ageing process. Some felt that having aný. 
teeth left at all was a bonus. While tooth loss was viewed with regret, it was also seen as 
an end to worry and pain. It appears that the participants had reconciled the problem for 
themselves by comparing it with the possibility of pain so adapting in their owii manner. 
This study used a very different type of sample. Schou and Eadie's sample reported that 
personal appearance was relatively unimportant whereas for most of MacEntee's sample 
it was important although accepted as something that changed with old age. They also 
did not associate oral health with general health, which differed from MacEntee's 
findings. By taking a more holistic view MacEntee's elderly people may have found it 
easier to adapt. These differences may be partly explained by the different demographic 
group. Unlike MacEntee's, the Scottish group included all social groups with a nlajoritN, 
from blue-collar socio-economic groups. They may not have experienced good ocneral 




4.7 CONCLUSION AND SUMMARY OF LITERATURE REVIENN 7 
Sociodental indicators emerged from the recognition of a broader concept of 'health' as 
opposed to disease, as expressed by the World Health Organization (1948 cf. Locker. 
1997b). Based on role theory, sociodental indicators Nvere defined as a measure of the 
extent to which oral health conditions disrupt normal role functioning. The Sickliess 
Impact Profile (SIP), which measured role functioning in medicine, was used as a 
starting point and a number of measures were devised using this approach. Sociodental 
indicators were developed further and greatly improved with a riew conceptual model of 
health (Locker, 1988) based on the World health Organization's International 
Classification of Impairment, Disability and Handicap (1980). This is underpinned by 
the social meanings that construct lay definitions of health and the pragmatic approach 
to health indicators proposed by Culyer (1983). The characteristics chosen were defined 
as those that are determined by their importance in the social, economic, and cultural 
circumstances of the society in question and therefore consider a dimension of socially 
constructed meaning. With its recognition of 'handicap', this framework proved useful 
for the assessment of conceptually distinct areas of human experience that relate to oral 
health. 
That quality of life is dynamic and difficult to measure and is affected by people's 
different expectations has been highlighted (Allison, Locker & Feine, 1997; Carr, 
Gibson, & Robinson, 2001). Developments needed within this approach are common to 
all current quality of life research. These centre on the finding that there are weak 
associations between objective and subjective indicators. While such differences are to 
be expected and are indeed the reason why subjective indicators are needed, in their 
extreme they are termed paradoxes. It is recognised that clinical and subjective 
indicators document different dimensions of human experience. These two dimensions. 
disease and health, are discreet events that do not necessarily impinoe on each other. It 
is when a cause and effect is assumed that paradoxes emerge. It is also noted ývithin 
oral health that the accurate interpretation of oral qualitý. of life measures requires an 
, 
ht influence patients' assessments of understanding of the contextual factors which mig 
their health and well-being (Kressin et al. 2001). %Ve therefore need to consider how 
people form their meanings of oral health and how this impacts on their qualitý' oflife. 
This sugoests that we need to consider variables that inten, ene in each stage of models 
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of health such as that of Wilson and Cleary (1995) along with the context in , N-hich 
changes occur. To do this we need to view that context in the eyes of the individual to 
understand the framework through which meanings of quality of life are formed. 
In addition to the WHO (1948 cf, Locker, 1997b) concept of health, there are a number 
of concepts of health and disease that have influenced oral health related quality of life 
assessments and are relevant to this study particularly in relation to our understanding of 
clinical and subjective indicators. These definitions emphasise health as a positiN-e 
resource rather than an absence of disease. They suggest that health can be seen as an 
active and mutually adaptive response to ones environment rather than a static state. 
Linking health to the environment as these definitions have done takes account of the 
inequalities that are brought about as a result of wider conditions than individual health 
behaviours. 
Health as it defined is akin to 'quality of life' yet there has been no definitive agreement 
over the meaning of quality of life for assessments. While clinical measures have used a 
'disease' model, it is now thought that health-care outcomes have to be evaluated in 
terms of a life worth living in social and psychological, as well as physical, terms. What 
matters is how the person feels, not whether they have a medically defined illness. The 
World Health Organization's 1984 definition of health assimilates Dubos' (1959) 
definition of health as a response to the environment with Calman's Gap (Calman, 
1984a), that is, quality of life is the difference between experience and expectation. 
While no one definition is used in this project, together with Dubos and Calman, the 
WHO definition provides a useful operational starting point. 
Changes in the meaning of health related quality of life have been theorised through 
psychological, response shift and sociological approaches to adaptation in chronic 
illness. A number of psychological theories have contributed to our understanding of 
quality of life and its measurement. However, these theories remain largely linear and 
individualised. They do not account of the recursive nature of quality of life as the 
individual interacts with the environment. Drawing on psychological principles, the 
6response shift' model was developed to understand paradoxes and change in the 
meaning of quality of life. Response shift is defined as changing internal standards, 
values and the conceptual i sation of quality of life (Sprangers & Schwartz, 1999). To 
explain response shift a model was developed to break down the processes of change. It 
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allows for both antecedents and mechanisms of change including psychological 
processes of social comparison, coping and adaptation. Again, these theories are useful 
but do not stand alone as a an explanation for response shift. They do not take account 
of the temporal nature of quality of life or the context in which people experience their 
health. It remains a model of one-way adaptation to a health impact and does little to 
take the environment into account. People vary between each other partly because theý- 
live within differing environments and respond and to them in different ýN-aN's. 
Sociological explanations for changing meanings in chronic illness, in which dental ill 
health falls (Sheiham, Maizels & Cushing, 1982), allow for a more interactive process 
of adaptation. They take account of the social conditions in which people live and allo\\- 
for the temporal nature of quality of life. Chronic conditions not only affect people 
negatively, people have the capacity to act back, adapting to, and accommodating health 
problems. Yet surveys of disability and morbidity do not reveal the different 
experiences that lie behind the data (Bury, 1991). This is akin to recognition that 
surveys that aim to measure quality of life fail to address and measure the intervenino 
variables that affect quality of life (Locker, 1992). 
In sociology chronic illness is conceptualised as 'biographical disruption'. It is a 
situation where, as a result of illness, the structures of everyday life and the forms of 
knowledge that underpin them are disrupted (Bury, 1982). Yet people can overcome the 
problems of biographical disruption and adapt to some extent and the approach takes 
account of wider structural factors that mediate adaptation. The process includes 
'narrative reconstruction' where chronic illness leads to fragmentation of the person's 
established worldview and identity. Narrative reconstructions endeavour to reconstruct 
this world,,,, iew in light of biological disruption (Williams, 1984). The groups studied 
by Bury and Williams suffered from major chronic illnesses whereas oral disorders are 
often less obvious and less severe. 
Of the few qualitative dental studies undertaken some show that people do adapt to 
challenges brought about through dental disease and in particular age related dental 
impacts. Most of this research falls into a post-positivist research paradigm. What is 
clear from the oral health quality of life literature is that clinical aild slibjective 
indicators document the different dimensions of human experience that emerge f'rom 
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health and disease (Locker & Slade, 1994, Locker. 1997). 1 an While psychological d 
sociological approaches are useful for understanding the different aspects of chanle. to 
fully appreciate the way people respond to disease concepts are needed through which 
these different dimensions of experience can be explored. Subsequent studies of the 
affect of psychological affects on response to oral disorders demonstrate the need to 
note the importance of understanding the individual who is reporting about how oral 
conditions affect functioning and well-being. It is demonstrated that it is important to be 
able to consider how the individual observes, for example, through what framework, to 
understand how the meaning of quality of life is formed (Kressin et al. 22001). It is 
therefore necessary to develop a methodology that will allow us to observe what the 
individual observes to understand how variation and change emerge. This study 
broadens research in dentistry by developing a radical constructivist approach in order 




A number of important questions have emerged from the foregoing literature revieý\- 
around the assessment of oral health related quality of life. It is important to understand 
how material and psychosocial environmental factors drive assessments of quality of 
life beyond actual clinical status. To follow are the main points to be considered. 
Apparent inconsistencies between clinical and subjective measures have resulted in 
claims of a paradox of health. 
9 Changes in the meaning of health related quality of life have been theorised through 
psychological, response shift and sociological approaches to adaptation in chronic 
illness. 
9 Groups studied using sociological approaches (Bury, 1982. Williams, 1984) 
suffered from major chronic illnesses. Oral disorders are often less obvious and less 
severe. For this reason it may be necessary in oral health to study people with oral 
disorders that might be expected to have a marked effect on everyday life. Ail 
appropriate criterion for the study of less obvious disorders would involve people 
who have a visible oral disorder but who responded to that disorder in different 
ways. 
9 Psychological approaches and response shift, while useful, tend to remain one wav 
theories and models of adaptation to a health impact. They do not take the temporal 
nature of quality of life into account and do not fully allow for the environment as 
the context in which meaning development and change occurs. 
0 It is recognised that clinical and subjective indicators document differem 
dimensions of human experience. It is when a linear causal effect between these two 
dimensions is assumed that paradoxes emerge. The accurate interpretation of oral 
quality of life measures also i-equires an understanding of the contextual factol-s 
which i-niol-it influence atients' assessments of their health and well-being. CN p 
72 
Literature Review 
0 The above also suggests that we need to consider variables that intervene in eich 
stage of models of health such as that of Locker (1988) and Wilson and Clearv 
(1995) along with the context in which changes occur. 
0 There is a need to develop a methodology that can cope with the complexities 
underlying oral health related quality of life assessments. The subjective dimension 
of quality of life needs to be better understood. To achieve this a methodology is týý 
needed that allows the researcher to observe what the individual concerned 
observes, taking account of the psychosocial and environmental framework through 
which the observer observes. Such an approach needs to take account tile 
characteristics of the individual and the characteristics of the environi-nent, including 
ways impairment and disability is transformed through social constructions into 
handicap. It needs to take consider the way the social and material aspects of the 
environment interact to modify the way a person responds to oral disorders. 
Assessments of clinical status and assessments of subjective oral health status constitute 
two discrete dimensions of human experience. It is necessary therefore to find out ho'. \- 
psychosocial and environmental factors drive assessments of quality of life above and 
beyond clinical status. To study the subjective dimension of oral health is to investigate 
the development of meaning. This study will therefore develop an appropriate 
methodology through which qualitative methods and a suitable sample can be employed 
to find out how meanings vary between and change within individuals. 
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4.9 STATEMENT OF AIM 
Aim 
The aim of this project is to find out how assessments of oral health related quality of 
life (OHRQoL) vary between and change within individuals. 
Objectives 
1. To develop an appropriate methodology and method to address the aini of the 
study. 
2. To select a sample suitable for the exploration of meaning variation and chaii(-, e L- - 
in oral health related quality of life. To achieve this objective two groups ot' 
participants will be recruited with similar clinical status but differill(ý response.,, 
to that status. For this reason, people with visible oral disorders \\ill be choseri 
as a response is more likely and they would be easier to recruit. To select for the 
widest possible range of responses, one group will consist of people who are 
seeking and one group will consist of people who are not seeking treatment. 
3. To use qualitative methods guided by an appropriate methodology for the 
exploration of meaning change and variation. Qualitative methods involve 
inductive rather than deductive research methods which aim at discover, N" rather 
than testing of hypothesis. Cross sectional comparisons will capture variation 
between individuals and longitudinal interviews will be conducted to capture 
change. 
4. Guided by the methodology, to analyse the data to identify how assessments of 
oral health related quality of life (OHRQoL) vary between and change wiflun 
individuals. 
5. To present the results and discuss the implications of these kvith reference to 
the implications for oral health related quality of life. 





This project aims to find out how assessments of oral health related qualltý' of life 
(OHRQoL) vary between and change within individuals. There is a need to dexclop a 
methodology that can cope with the complexities underlying the subjective dimension 
of the clinical/subjective dichotomy in oral health related quality of life. To do tills We 
need to be able to see through the eyes of the individuals concerned, mapping 
constraints and influences on the way meaning is made. Echoing Wilson and Clearý, 
(1995) this needs to allow for the characteristics of the individual, and tile 
characteristics of the environment. It needs to take account of the way the social and 
material aspects of the environment interact to modify the way a person responds to oral 
disorders. This has been developed through a combination of Luhmann's social sý'Stcllls 
theory and the method of grounded theory. 
The aim of this section is to explain the methodology used in this study and the 
rationale for its use. The philosophical basis of systems theory is then outlined. This is 
followed by a more detailed explanation of the main tenets of Luhmann's social systems 
theory. Luhmann drew on a diverse range of theoretical traditions including systems 
theory, phenomenology, distinction theory and autopolesis (self-renewing systems). The 
result is a radical constructivist theory of systems that are self-producing. Systems 
theory is placed in context with current sociological thinking along with a rationale for 
using this particular methodology. It will be contrasted with other approaches to the 
study of meaning with the aim of establishing why Luhmann's (1984) social systems 
theory is appropriate . It will 
be argued that Luhmann's approach when combined \\ ith 
grounded theory produces a novel and rigorous method for the analysis of qualitative 
data. 
Methodology concerns the general philosophy on which the collection and analysis of 
the data are based, that is, the ontological and epistemological foundations that underpill 
the study. Ontological issues are concerned with what Nve believe to exist. Luhmanii 
describes systems theoi-y as the *de-ontologization of reality'. He argued that: "There is 
an external Nvoi-ld - which results from the fact that cognitioi-i, as a self-opel-atcd 
operation, can be carried out at all - but Nve have no direct contact with it" (Lulimann, 
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2002: 129). Reality is neither confin-ned nor denied and thus this position is not 
solipsistic. This approach allows clinical and subjective indicators of health to be 
considered equally valid. It also allows one to understand that when theý' are obserxed 
together and it is claimed that that where they are interconnected. that paradoxical 
results might subsequently emerge. 
4.10.1.1.1 Radical constructivism 
The term 'radical constructivism' was coined by Ernst von Glasersfeld in 1974 who 
emphasised that from an epistemological perspective all knowledge is constructed rather 
than perceived through senses. What is 'real' is a matter of perspective. Radical 
constructivism therefore opposes objectivism, empirical realism, objectIN, e truth and 
essentialism. The emphasis is on the experience of actors from their perspective. This 
approach draws on the phenomenology of Husserl. Husserl maintained that humall 
consciousness actively constitutes the objects of experience - people are not passiVe 
receivers of a pre-given knowledge and reality (Schutz, 1962: Schutz, 1967). People 
construct their worlds through the continual selection of meaning from a horizon of 
possibilities. Similarly, Glasersfeld sees knowledge as a process. Rather than seeing 
facts as something to be discovered through rational observation, knowledge and truth 
are created by the mind. Glasersfeld was particularly influenced by Piaget (1933; 1950; 
1970; 1972) for whom the organisation of knowledge is always the result of a necessary 
interaction between conscious intelligence and environment. What is "known" cannot 
be the result of a passive receiving but originates as the product of the subject's acti,,, it\,. 
Piaget, who originally described himself as a constructivist, argued that knowledge is a 
matter of constant new and creative construction through interaction with reality, and 
that it is not pre-formed. Likewise, radical constructivism posits that knowledge, \\hat is 
'known', is not the result of a passive receiving but originates as the product of an 
active subject's activity. This activity is not a manipulating of 'things in themsek, es'. 
that objects already possess the properties and the structure which the experiencer 
attributes to them. The activity that builds up knowledge is therefore called "operating" 
and it is the operating of that cognitive entity which, as Piaget has so succinctlý 
formulated, organises its experiential world by organising itself Epistemologý- thus 
becomes the study of how the mind operates, of the ways and means it employs to 
construct a relatively regular world out of the flow of its experience 'von Glasersfeld 
1984 378 MI. 
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Based on his model of child development and learning, Piaget's theory centres on the 
idea that the developing child builds cognitive structures or mental "maps, " schernes. or 
networked concepts for understanding and responding to physical experiences within 
his or her environment. Piaget further attested that a child's cognitive structure increases 
in sophistication with development, moving from a fexN, - innate reflexes such as cryint, 
and sucking to highly complex mental activities. This is akin to Lulimann's increase in 
complexity as systems accommodate complexities in the environment. 
The concept of cognitive structure is central to Piaget's theory. Cognitive structures are 
patterns of physical or mental action that underlie specific acts of intelligence and 
correspond to stages of child development. There are four primary cognitive structures 
or development stages: sensorimotor, preoperations, concrete operations, and formal 
operations. In the sensorimotor stage (0-2 years), intelligence takes the form of motor 
actions. Intelligence in the preoperation period (3-7 years) is intuitive in nature. The 
cognitive structure during the concrete operational stage (8-11 years) is logical but 
depends upon concrete referents. In the final stage of formal operations 15 years). 
the ability to think abstractly develops. 
Piaget outlined several principles for building cognitive structures which change 
through the processes of adaptation, assimilation and accommodation. During all 
development stages, the child experiences his or her environment using whatever mental 
maps he or she has constructed so far. If the experience is a repeated one, it fits easily. 
or is assimilated, into the child's cognitive structure so that he or she maintains mental 
"equilibrium. " If the experience is different or new, the child loses equilibrium, and 
alters his or her cognitive structure to accommodate the new conditions. This way. the 
child erects more and more adequate cognitive structures. It be seen that this 
process underlies systems theory via Glasersfeld's (1984) radical constructivism. 
The processes of adaptation, assimilation and accommodation are similar to what 
Luhmann describes as self-reference in the autopoietic process of self-renewal. Psychic 
sYstems look beyond themselves and compare what they obsen'e xvith their existing 
structures which then may be adjusted to accommodate what is observed as differerit 
and perturbing. If there is no similarity or relevance. nothing will be obserNed and thus 
no perturbation. While focused on child development, the process of knowing that 
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Piaget posits can be applied to the general continuous lifelong process of knowing as 
outlined by Glasersfeld. 
Piaget explored the implications of his theory to all aspects of cognition. intelligence 
and moral development and many of Piaget's experiments were focused on the 
development of mathematical and logical concepts. Likewise, Luhmann has taken 
Piaget's concepts, via Glasersfeld, and has then applied the mathematical logic of the 
Laws of Form (Spencer Brown, 1969). However, the theorý' has been subject to rnaný' 
criticisms, many of which surround the issue of stages, that children were. for example, 
ready to progress sooner than Piaget believed. More relevant to this studý- is that Piaget 
is often seen as too focused on the individual at the expense of social influencc-s. 
However, Piaget did not deny the co-equal role of the social world in the construction of 
knowledge. It is possible to find plenty of places where he says that both individual and 
social are important: 
"... there is no longer any need to choose berviven the primacy qf the social or 
that of the intellect. - collective intellect is the social equilibrium rcsulting. from 
the interplay of the operations that enter into all cooperation " (Piaget, 1970): 
114) 
Glasersfeld considers that, despite his constructivist stance, Piaget still holds oil to 
realism or is at least somewhat ambiguous in his definitions of reality. For Pla, (,, ct, 
organisation is always the result of a necessary interaction between conscious 
intelligence and environment, and because he considers himself primarily a philosopher 
of biology, he characterises interaction as "adaptation". The manner in which he uses 
evolutionary selection suggests a one to one fit or adaptation to some realitv. 
Glasersfeld (1984) reiterates that it should be clear that the adaptive fit must never be 
interpreted as a correspondence. 
Based on Piaget, radical constructivism therefore draws on 'nativist, as opposed to 
passive cognitive personality theories (see Section 4.6.1. ). The nativist approacli plao: s 
the emphasis on the way the mind interprets incoming sensory information 1, Cleitman, 
Fridlund, ct al. 1999 474 /id, l. Such an approach is necessary for the understaiidiiw, ot- 
the subjective dimensions of oral health related quality of life. It allows t'()r the 
intervening variables that affect the response to disease rather than viewHi-, -, the 
individual as passively affected by oral disorders. 
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Following Piaget,, the core processes associated with radical constructivi sill are 
described as adaptation and equilibrium: a claim is thought to be valid if it is viable or if 
it provides a functional solution to a problem and therefore would be seen to fit. 
Glasersfeld was at pains to point out the difference between 'fit' and the commonlY held 
view of adaptation as sur-vival of the 'fittest'. There are many possible \\-ays of being that 
can fit, whereas 'fittest' suggests a point to point reality achieved through all adaptation 
that is directed by an external environment. This has implications for people's mutual 
processes of adaptation with their environment in this study. To know is "to possess 
ways and means of acting and thinking that allow one to attain the goals one happens to 
have chosen" (von Glasersfeld, 1991 cf. Schwandt, 1998: 240), the goal being survival 
and therefore those ways of being that achieve this in the best possible xvaý- are 
repeated: 
"The goals that are involved here arise for no other reason than this: a 
cognitive organism evaluates its experiences, and because it evaluates 
them, it tends to repeat certain ones and to avoid others. The products of 
conscious cognitive activity, therefore, always havc a purpose and are, (it 
least originally, assessed according to how well theyserve that purpo. yc 
(von Glasersfeld, 1984). 
That the products of cognitive activity are assessed according to how well they serve a 
purpose and are then subject to repetition allows a certain degree of prediction. 
Both Luhmann and von Glasersfeld were influenced by von Foerster, Maturana and 
Varela. Von Foerster was a forerunner in the cybernetic movement, introducing second- 
order cybernetics which focused on self-referential systems and the importance of 
eigenbehaviors (where systems assert their autonomy from other systems) for the 
explanation of complex phenomena. Maturana and Varela developed the theory of 
autopolesis (self-renewal) (see Section 4.10.1.3. ) as a definition of living things. From 
this they focused on the central role of the observer which they applied to cognition. It 
is Luhmann's applications of second-order cybernetics through autopolesis and its 
relationship with radical constructivism that is relevant to this study. 
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4.10.1.2 The main tenets of Luhmann's social systems theoiý, 
4.10.1.2.1 Social andpsychic systems 
Luhmann was primarily interested in social systems. For this investigation his theory 
has been applied to the interaction between psychic systems (conscious systems) and 
social systems: 
44 psychic systems [are] constituted on the basis of a unfied (seý/- 
referential) nexus of conscious states, and social systenis [arej 
constituted on the basis of a unified (se4f-referential) nexiis qj- 
communications" (Luhmann, 1984. - 59). 
A fundamental conclusion of Luhmann's theory is that social systems and conscious 
systems are different but intimately connected. Conscious systems are in the 
environment of social systems, and social systems are in the environment of conscious 
systems. This definition is useful because this thesis explores the interface bet\N-Cen 
people and society as they relate to oral health. The term *psychic' systems is used 1-)ý- 
Luhmann to distinguish persons from society. It is traditionally thought that social 
systems are made up of people. However, from Luhmann's perspective, social sy'stems 
are composed of communications. People are of course necessary to generate 
communications but it is communications that constitute social systems. Indeed, in this 
study it is maintained that, as Luhmann's states, we can read peoples communications 
but we cannot read their thoughts. Psychic and social systems are of a different order 
because they use different mediums. Social systems use communication and psychic 
systems use consciousness. The difference between the two is distinguished in the 
phrase 'you cannot think my thoughts but you can read my communications' (Harrison, 
1995). 
Thus it is communications, the interface between psychic and social systems that can he 
investigated to increase our understanding of the changing meaning of quality of life. 
Although 1-uhmann had less to say about psychic systems, he maintained that both are 
equally important - social systems could not exist without psychic systcrns. Both come 
into bein(., in the course of their co-evolution but cannot be reduced to each other. All 
systems, psychic, social or biological, form part of the environment to each other, arc 
without hierarcliv, and are necessary for each other's continuation. In this way Luhmann 
resolved the problem of the separation or conflation of individual and society. 
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Social systems include legal. economic, health. and oral health systems. Ps%-chic and 
social systems are said to be 'structurally coupled' because they gain information from 
each other which both enables and impels their continuation. PsN, chic systems, for 
example, gain information from available social communications which stimulate the 
next thought, the 'stream of consciousness', in a continuous self-renewinc, process. This 
information is neither imposed upon the system, nor is it created by the system - the 
two are mutually co-operative. Psychic and social (and biological) systems are therefore 
separate and autonomous but interdependent. They are considered 'structurally coupled' 
in that they co-exist in an ongoing mutual adaptation. The implications of this for the 
study of psychic systems are that different systems hold different perspectives on \vhat, 
from a clinical point of view, would be a fixed reality that cannot be altered though 
mere observation. Social and psychic systems, for exam le, may well affect changes in p L- 
each other but cannot dictate what the other observes of oral health. Not all people bend 
to social imperatives on oral health. 
4.10.1.2.2 Function 
Luhmann describes systems as 'functional' systems because, like von Glasersfeld's 'fit', 
they continue to exist if they function and cease to if they don't. The contingent nature 
of Luhmann's use of function contrasts with traditional functionalism where social 
norms and institutions are explained by their beneficial effects on the reproduction and 
survival of society as a whole. 
4.10.1.2.3 A utopoiesis 
Luhmann maintained that social and psychic systems are both autopoletic systems. His 
addition of distinction theory and recursivity through autopoiesis marks the difference 
between radical constructivism and Luhmann's revision of functionalism. The 
biologists Maturana and Varela coined the term 'autopoiesis' in an attempt to define 
living systems. The basic definition of an autopoietic system is one that is self-renev., ýilig 
- it produces the parts that produce themselves (Maturana 
& Varela, 1992). It is 
explained through the operation of a living cell as a system that determines ývhat might 
affect changes in its own structure: 
"Thus, ýf a cell interacts with molecule X and incorporates- it in its- 
processes, what takes place as a result of this interaction is delo-mined 
not h. v thepropertles ofmolecule, Vbut by the way in which that moiccule 
is "scen" or taken bi, thc cell... " (Haturana & J'W-cla, 1992: 51-52). 
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Therefore the system is self-determining in that changes can be triggered by external 
perturbations. but never determined by them. A perturbation can therefore IndIrectly 
affect a change in a system but only if that system finds it relevant. Echoing 
Glasersfeld's evaluation and comparison of experiences, the system responds to what it 
finds consistent with earlier operations. What is seen or experienced is recursively 
compared (self-reference) with existing expectations and requires a continuous testing 
of consistency: 
"a process is called "recursive" when it uses the results of its own 
operations as the basisforfurther operations - that is, what is undertaken 
is determined in part by what has occurred in earlier operati . ons If 
(Luhmann, 2002. - 139). 
Expectations in this context refer to structures that both guide observations and are at 
the same time always in process. From this it can be seen that autopoietic sN'sten-is 
boundaries are both open and closed to their environments: 
"Operational closure seems to be the necessary empirical condition of 
observations. Without closure, the system would continualýy mix up its 
own operations with those of its environment... " (Luhmann, 2002: 106). 
Systems boundaries are formed through self-reference where it is the system's act of 
distinguishing itself from the environment that creates its own boundary. Self-reference 
is defined by Luhmann as a process of autopoiesis that refers to 'something beyond 
itself before referring back to itself - therefore self-reference is also external reference 
(Luhmann, 1986). The system, as its own observer, draws its own boundary in the act of 
distinguishing itself from everything else. At the same time the psychic system re- 
creates itself: "Systems operate self-referentially so far as they use descriptions of 
themselves in order to monitor their own operations" (Harrison, 1995.85). Thus if 
psychic systems see themselves through their own self-descriptions. they interact with 
the environment in ways that are relevant while excluding those that are not. 
Thus what is seen or experienced is compared with existing expectations (as guiding 
structures) to test for relevance. If it proves inconsistent it may be ignored or rejected. 
From this perspective, people are not passive absorbers of information and reality is not 
intersubjective. People define their own worlds by selecting meanings that have 
relevaiice: 
ffive arc dealing in both cases with structurally determined s, i'stems, that 
I. s to sav. sYstems that orient each reproduction oftheir own operations, 
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whatever the external causes may be, on their own structures. In both 
cases we are dealing with systems that create their own dyferentiati0n, ý 
through the realisation of their own operations, create boundaries, 
accumulate their own history (as an observer can veri)ý-), and with all 
this define their own environment" (Luhmann, 2002 .- I/ -1). 
The concept of autopoiesis allows for the reciprocal relationship between persons and 
environment in the manner posited by radical constructivism and gives back the agency, 
or self-determination, that other methods such as social constructivism disallow. It does 
not fall back into individual determinism but cuts a fine line between 
representationalism and solipsism. Traditional realism posits that the nervous systelli 
has direct access to the real world. Alternatively, if all reality is denied everý-tlling 
becomes arbitrary. The theory becomes accused of solipsism where nothing exists 
except one's interior life: 
"This is like walking on the razor's edge... on one hand there is the trap 
of assuming that the nervous system operates itlth representations of the 
world... On the other hand, there is the other trap. - den , Ong 
the 
surrounding environment on the assumption that the nervous system 
functions completely in a vacuum, where everything is valid and 
everything is possible" (Maturana & Varela, 1992. - 133-134). 
From this the theory of autopoiesis is constructivist in that knowing is not a passive 
gathering of facts, it is an active making of knowledge. Maturana sums up the 
circularity in the saying "All doing is knowing, and all knowing is doing" (Maturana & 
Varela, 1992: 26). Further, in autopoiesis there is no teleological process of cause and 
effect. To an external observer, a system appears to adapt to exist and therefore selects 
the most appropriate choices to continue its existence. However, like Luhmann's 
functional systems, an autopoietic system continues to exist because it happens to make 
the right choices. 
This application of autopolesis to cognitive systems means that the psý, che is not 
determined by social or cultural meanings anymore than it is isolated from them. it 
means that the psychic system determines what is meaningful and what is meaningful is 
based on experience. What is not experienced is latent. It permits a non-deterministic 
method of observing the relationship between the psyche, the body, and em, ironment. 
4.10.1.2.4 Distinction theoo, 
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Knowledge is therefore actively constructed in the intellectual process of assessing 
reality. It is achieved through the production and organ, sation of differences. These 
differences may be social practices, ideologies, or the micro making of selections frorn 
which social practices and discourses develop. However, all are the result of a meaning 
selection made from an infinite horizon of possible meanings. 
Luhmann used Spencer Brown's Laws of Form (1969) to outline how the process of 
observation proceeds. In addition to this there are three aspects to all observat'011s. 
These are the temporal, social, and material (Bechmann & Stehr, 2002). At ýmN pomt iii 
time one particular aspect may 'make claims' on the others (Luhmann, 1993). that 
one particular aspect may demand that the others be considered in relation to it first. 
Meaning selections reduce complexity by organising the infinite horizon of possible 
meanings into manageable chunks. In doing so, they reduce complexity. Without this 
process experience would be composed of entropy and chaos because it is not possible 
to see or deal with the whole of the environment at once. Therefore when p-sychic 
systems observe they achieve this by actively drawing a distinction and in doing so they 
reduce complexity by marking one thing from everything else. Each new obser\, ation 
applies a distinction to the world that was not there before, creating continual 
differences. The operation of observation constituted in the way, in dividing and 
distinguishing, creates meaning. 
However, observers can only see what has been indicated - they cannot see the 
distinction, (described as the 'form') used to make the indication. They only see what 
has been indicated or 'marked'. The unmarked side of the distinction becomes cxcluded. 
Further distinctions (meaning selections) are then guided and constrained by the first 
distinction, all else is lost and invisible. Because meaning selections that follow, that are 
based on past selections, what else could have been is not only not known, it is not 
knoN\,, ii that it is not known. This is at core of what we call 'knowledge'. It explains ýN-hy 
the existing 'order' is highly improbable but that it does not appear so - it appears as 
inevitable, right and correct. Following this, in a reflexive act, an observation of an 
earlier observation (a 'second-order observation' of either one's own or anotlier's 
distinction) can expose the original distinction. In this way ', N-e have a degree of access 
to our own and others constructions of reality. 
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It is the second-order observation of differences that are made by psý Chic systems that 
can be used to demonstrate how people construct their ways of beincy. Different 
distinctions can then be compared to discover the variation between different systems 
along with the distinctions they make that show how they construct their differences. 
The observer (which can be any type of autopoietic system) that makes a distinction is 
determined by its previous distinctions. Because we are talking about autopoietic 
systems it is necessary to focus on the self-renewing distinctions a system uses to frarne 
its own observation (Luhmann, 22: 99). That is, what is seen is NA-hat is relevant to the 
expectations (guiding structures) of the system. 
4.10.1.2.5 A utopoietic systems as meaning processing systems 
The medium within which social systems function is communication and the mediurn 
within which psychic systems function is consciousness, hoývever, both use meaning in 
a particular sense. In order to understand this it is necessary to distinguish bem-Cell 
meaning processing systems and communication. Traditionally information xvas 
understood within the 'tube metaphor'. In this understanding a communication was a 
piece of information that was generated at a point and 'sent' through a conduit or tube 
and delivered in its complete form to the receiver at the other end (Maturana & Varela, 
1992). With autopoietic systems, be they people or social systems, meaning is not sent 
as a package, the sending of a message does not guarantee that it is heard. Meaning 
depends, not on what is sent, but on what is observed of the message. Using distinction 
theory, it is the distinction made as opposed to what is not. As autopoletic systems, 
psychic and social systems only observe those meanings that are relevant and these are 
contingent on the existing systems expectation structures. 
It is has been shown that a cell can only be affected by the ways it 'sees' a molecule. In 
the same manner, psychic systems determine what they 'see' in a communication. I f- 
nothing is relevant the communication will carry no meaning at all. Thus 
communications cannot determine changes in the way a person sees the world, instead it 
is what the communication means which may trigger changes. This is essence of 
meaning - it is that which is selected by the observing system. 
Meaning then is a process 
ot-differentiation: 'to grasp and reduce the complexity of the social world' (Zolo, 1986). 
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Meanings that are selected from expectations which guide the production of' further 
meaning. While expectations are relatively stable, change can occur if someone spots 
something new and relevant in the environment. Thus while. for example, the 
environment cannot deten-nine or structure change. change can be triggered as a result 
of perturbations from the environment (such as observations of N, aryino degrees of oral ý ltý - 
health and disease). As environment to each other. psychic and social systerns gain 
information from each other and this constitutes their mutual co-evolution. 
4.10.1.2.6 Paradox 
Paradox is central to the theory of social systems and pivotal to the process of change. It 
has also been observed in the 'paradox of health' where there are differences between 
clinical and subjective measures of quality of life. For example, the paradox of health 
emerges in the entanglement of clinical and subjective perspectives on healtli. 
Paradoxes, from the perspective of systems theory, are described as the logical collapse 
of a multilevel hierarchy. Social systems are only paradoxical in the obserN, er's eyes. 
This is represented by a misplaced cause and effect relationship: 
"Observing such systems under the special constraints of logical 
analysis, we have to describe them as paradoxical systems or as 
"entangled hierarchies ". It is not the task of the external observation to 
deparadoxize the system" (Luhmann, 1990. - 8). 
It is the assumption that all observers observe the same thing in the same way, that 
produces paradoxes. The implications of this for the study of psychic systems would be 
to focus on this the way each observer observes particularly subjective responses to oral 
health indicators. As Luhmann points out when observing other observers: 
"Each of them operates within their own network each of them has a 
dýfferent past andfuture. While the distinction suggests a tight coupling 
of observations and reality, and implies that there is only one observer 
observing "the same thing" and making true or false statements, a 
second-order observer observing these observers would see only loose 
coupling and lack of complete integration" (Luhmann, 2002. - 95). 
People and various social sub-systems are each closed systems with their own 
fraiiieworks and expectations. The distinction good/bad oral health sugoests a tý tight 
coupling with reality but is. from a second-order perspective. onlý- loosely coupled. 
Returning to radical constructivism's *fit', there are many possible distinctions that rnaý 
Stifflice. To unravcl paradoxes: 
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"one has to observe not simple objects but observing sysicins - that is, to distinguish them in the first place. One has to know which distinctions 
guide the observations of the observed observer and to find out whether 
any stable object emerges when these observations are recursively 
applied to their own results " (Luhmann, 2002 .- 
99). 
These issues are important because they throw light on the paradoxes found ill oral 
health - different perspectives from different observers about the same mouth are 
inconsistent. We know that clinical and subjective measures can appear paradoxical 
since they do not agree. From the perspective of Luhmann it is necessary to see clinical 
and subjective measures as observers, that the clinical and subjective observel- 
represented by these measures do not see the same thing is only a paradox if we attempt 
to assert that they should be observing the same thing. That is to adopt a naive realist 
position. This view has the effect of giving oral health essentialist properties (Fuchs, 
2001). Science and a scientific approach however should aim to dissolve sLicli 
(essentialisms' by uncovering the variation that has been hidden. It makes more sense 
to adopt a radical constructivist position and to state that rather than seeing the same 
thing that these two observers access their external reality in different ways. That is, 
that they uncover different things about the reality of oral health. The implications of 
this for the study of oral health is that we need to consider the different perspectives on 
reality separately rather than expect one to one agreement between different 
observations and a fixed reality falling back into essentialist approaches. 
Luhmann also points out that the body too, as another system, is a further observer. As 
another system it may not dutifully follow cultural imperati\, es or indeed health 
imperatives. In oral health the body may respond in ways that other observers find 
paradoxical. 
The instability produced through paradox can be related back to Dubos' (1959) 
definition of health: health as an ongoing process of adaptation. The human being can 
never be stable, but is forever adapting to an unstable environment which includes self- 
created challenges. Contradictions emerge when people observe paradoxes and this 
prompts the development of new expectations. Such expectations are described as 




4.10.2 Systems theory in context 
This section places systems theory in context with other perspectives before focu-sing, on 
its advantages. It considers the work of Foucault. symbolic interactionism and social 
constructivism along with the relationship between Luhmann's social systems theory 
and postmodernism, and the evolutionary turn from Enlightenment reason to rationaiitv. 
These changes are then applied to the distinction between dentistrv as one sN stclil 
amongst multiple competing systems, each with their own agendas. The advantages of 
systems theory over action-based approaches such as symbolic interactionism are then 
outlined. It will be demonstrated that the dismissal of the subject as a unity has 
implications for theorising of the mind/body dualism. 
Luhmann's theory of social systems began with Parson's systems theory Xý,, Iiich was 
based on a theory of action. Luhmann then introduced the concept of autopoiesis and 
shifted to systems based on communications rather than action. This represented a shift 
from Enlightenment reason to rationality. Enlightenment reason refers to the 
contemplation of the world as an object of technical manipulation where the most 
effective means are employed to reach a given end. In contrast, rationality refers to tllc 
observation of an unfolding of difference. It becomes a property of the way the systern 
functions rather than a means to an end (Harrison, 1995: 68). Rationality is achieved 
through the reduction of complexity and the emergence of system complexity. 
This de-centred view of society can be applied to a vision of society where valucs 
cannot form structures and nor can grand theories explain society through one sub- 
system like Marx's attempt to do so through the division of labour. Instead complexitv 
and differentiation are emphasised rather than structure. For this reason it has been 
suggested that Luhmann was postmodernist. Although he described this term as merelý 
a belated recognition of the contingency of modernity rather than something new "The 
concept of postmodernity does not provide us with further information, it simply repeats 
this insight" (1-uhmann, 1990: 112). 
The implications that Luhmaiin's contingency of communication has for traditional 
notions of adaptation can be applied to the paradoxes found ji-i health aSsessments. 
Systems are not forced to adapt by the environment. The process is one of accident 
where if some thing 'fits' well enough it will continue. Rather than a survival of the 
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'fittestý, there is a multiplicity of ways of being. Autopolesis can be applied to ps\ Chic 
systems to demonstrate that they unfold according to their own structurally determined 
path, adapting in a manner that works in relation to themselves and their environmerits. 
Likewise it is argued that people do not adapt to Dentistry as a single enN, ironment. they 
produce their own realities which 'fit' to the extent that they need to and bypass what is 
found irrelevant. This appears as paradox. Dentistry continues to follow 
Enlightenment's project of reasoned progress and cannot see outside the sclf- 
descriptions through which it knows itself. It could be described as aiming to meet a 
need, but in doing so, creates a need that is in turn rejected by the systeills that are 
expected to fulfil their part. Dentistry, for example, is viewed by some as a noll- 
essential need through which its own needs can be met. 'Health', and oral health, for the 
objects of dental care return to Dubos definition: 
"Clearly, health and disease cannot be defined met-ell, in terms of 
anatomical, physiological, or mental attributes. Their real measure is the 
ability of the individual to function in a manner acceptable to himseýf and 
to the group of which he is apart (Dubos, 195 7: 206). 
Dentistry is but one group of which people are a part. 
Contrast with other methods Before the methodology is outlined, this section will 
consider the various approaches that were eliminated in favour of systems theory. 
Psychological and sociological approaches have been considered in Section 4.6. This 
section will compare systems theory with symbolic interactionism and the work of 
Foucault. Theories such as symbolic interactionism assume that knowledge springs 
from a shared understanding between people. Likewise, Foucault has informed Studies 
of how people use imperatives of public health (Lupton, 1995). However, such theories 
do not explain why many do not adhere to public health messages and health 
promotional advice. Systems theory is a novel approach that has recently gained ground 
outside Germany thanks to the increasing number of English translations of the texts. 
Nonetheless, it has a number of advantages over and above its originality. 
As outlined, psychological theories do not fully allow for the environment as the 
context in which people develop their attitudes, beliefs and expectations. Likcwl"Ie 
while response shift provides a useful model to map the process of change it exists 
largely within a vacuum giving little balance to the time and place in wIlIcIl the 
indiN-idual is situated. Neither allow for the recursivity of meaning formation. 
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Sociological approaches, such as that of Bury (1982) and Williams (1984) allow for 
narrative reconstructions where the present and future are reconstructed in I, (-, ht of tile 
past. These approaches could be developed further with a i-nethodolo(-, y that alloNN's for 
such reconstruction to be mapped within the context in which they occur. Bury and 
William's also concentrated on more severe and obvious conditions than oral disorders. 
Indeed, quality of life assessments are subject to \-ariation because dentists illay take 
more notice of asymptornatic disorders and less notice of symptoms that inipact oil 
quality of life. All of these approaches aim to observe and understand individual 
behaviour by looking at the individual. It is argued here that a further understanding caii 
be gained by looking through the framework that the individual uses. This can only be 
achieved by considering what the individual says as he or she articulates what oral 
health means. 
The work of Foucault continues to have an influence in the medical social sciences 
extending to the study of the emergence of power in dentistry (Nettleton. 1992) and 
analysis of the influence of public health on individuals (Lupton, 1995). In light of the 
latter, Foucault represents a potential approach to the investigation of how meanings 
vary between people and change over time. That some people should find health 
promotional messages meaningful while others do not is relevant to the aim of this 
study. 
The institutions of public health and health promotion are manifestly progressive, 
employing the ideology of post-Enlightenment humanism in their aim to promote good 
health for all. The Enlightenment embracing of reason sees a mind/body dualism %\'here 
a rational mind that is superior to an irrational body can control its unhealthy desires 
and urges. The body is a project to be worked upon and contained lest it reflects and 
reveals the authentic and uncontrolled and undisciplined self (Shilling, 1993). The 
question asked by Lupton (1995) remains, how and why do people take up such health 
imperatives? The power relations in the interface between the state and socletv are more 
complex than traditional oppositions between state and society. According to Foucault, 
power works through the illusion of freedom. Like Foucault's analogy of the 
panoptican, people take on board health messages and then become self-policin, (g. 
I autonomously" guarding their oxvii health behaviours. As Foucault argued "nothing, is 
more material, physical, corporal than the exercise of power- (1880: 57-8 cf. Lupton 
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1995). What Foucault (1979) called 'governmentality' is both coercive and non- 
coercive but appears neutral. It incorporates both self-discipline and the polichig, carried 
out by government and other agencies for strategic purposes. 
However, Foucault's method does not adequately explain how people manage to dwell 
'outside the field of possibilities made available by the dominant schema of subjection* 
(Lupton, 1993: 99-100). Not all take on the imperatives of health. Foucault's theory 
does not explain how people vary between each other or xvhy they should chai-ige theii- 
meanings of oral health over time. Some actively, reject, ignore or seem unaware of 
public health messages. People do not appear to be 'socially constructed' passivc slates 
on which appropriate messages can be inscribed. Some kind of autonomy exists and 
there is need to explore how it comes about and why some behave in certain Nvaý-s wlien 
it appears apparently easy to accept the good and controlled healthy route. 
Systems theory is an approach that counters these criticisms and supplies the potential 
to answer the problems of understanding changing meaning. Luhmann's theory is not 
without criticisms, for example, it has remained focused on society at the loss of the 
individual. These criticisms are outlined and in some cases countered in Section 
4.10.2.1 However, one of the greatest problems is that Luhmann's theory is very 
theoretical and not empirically grounded. The solution sought in this study is to 
combine systems theory epistemology with the grounded theory method. The addition 
of grounded theory allows for the operational isation of systems theory as explained ill 
the method Section 5.1.6. and illustrated in the results (Section 6). An explanation of 
how these two systems work together can be found in Section 4.10.3. 
Luhmann focuses on the 'individualisation of the individual' supported by his turn frorn 
the theory of action to communication. It is the focus on communication rathcr than 
action that allows an explanation of the production of meaning and the potential for 
applying this to empirical research. The latter is developed under the heading, 
'Applications' (in Section 4.10.3. ). Systems theorY also contributes theoretically to the 
theorisation of the question of embodiment and forms part of this section. Thc 
separation or conflation of the mind and body is an issue that underlies this and indeed 
all health research. 
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Symbolic interactionism assumes a shared understanding or shared subjectivity which 
again does not explain difference. It needs to be reiterated here that what is needed is a 
method through which the researcher can explore the idiosvncratic view of the 
individual as opposed to the idea that a shared socially constructed view is indeed 
possible. For Luhmann, action follows meaning but meaning must come first. Symbolic 
interactionism also sees meaning as shared but Luhmann says this cannot be. The social 
is the unfolding of meanings grasped from communications. Meanings cannot be passed 
around or shared as though they were a package. People cannot read each other's minds. 
What is grasped from a communication is also based on the psychic sNstems existmo 
experience. Thus people differ, they produce their own realities. Meanings can neN-er be 
shared. People, for example, do not share the same ideas about oral health. Whilst they 
may use similar distinctions there is no way of knowing if they mean the same thing. 
Symbolic interactionism views people as unities that share meanings intersubjectIN-ely. 
Similarly, social constructivism holds that the discourses that form our identity have 
implications for what we can do and what we should do (Burr, 1995: 54), the emphasis 
being on the person as constructed by outside forces. Neither show how meanings are 
formed in the first place. Systems theory shifts the direction of determination and shows 
how people produce their own realities, albeit from those discourses that are available 
and without conscious deliberation. It considers the meaning-making activity of the 
individual rather than the collective generation of meaning. Attempts at intersubjectiVe 
communication fail because psychic systems cannot communicate. This is demonstrated 
in the theory of double contingency. If meaning is contingent, when two psý'chic 
systerns attempt to communicate it is doubly contingent. People are like two black 
boxes that cannot think each other's thoughts, they can only glean something of the 
other's part in a communication because of what they expect to occur. It is onlý, 
tentative expectation, based on previous experience, that allows a link and the 'social' to 
emerge at all (Luhmann, 1984). 
Historically the individual has been theorised in two ways. On one hand it has been seen 
bý' sociologists such as Durkheim as the result of increasing social differentiation whicli 
has led to increasing symbolic frameworks. On the other, it is seen as emerging from 
social encounters. For example, Mead, and later Blui-ner, saw the individual mind as an 
emerging unit and inner copy of social interaction. 
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There is already a shift with Luhmann who separates the social from interaction. 
Broadly in every comparison with other theories, the difference with Luhmaiin is that he 
uses the concept of 'difference' productively in contrast to most other theorists xvho try 
to bridge the gap between individual and society, niind and body: 
"An individual is itseýf the source of its own individuality the concept of 
individuality therefore has to be defined by self-reference " (Luhmann, 
1990: 108). 
Symbolic interactionism also suggests environmentally directed adaptation. Because 
people are active participators in the construction of knowledge, rather than passiVC 
absorbers of information, this approach is suitable for answering some of the questions 
that emerge in this study. One of these is Dentistry's concern over why people do not 
adhere to public health imperatives. A quick response might be that if information wel-c 
truly shared people would perhaps be more alike (Lupton, 1995). 
Based on the subject, symbolic interactionism is a theory of action that posits that social 
reality comes about through meaningful action - subjective meaning guides action. 
Action here is any social activity that is intentional or purposive and involves conscious 
deliberation rather then merely being the result of chance. However, action theorists do 
not explain how actor's meanings are constituted which is pivotal to Luhmann's 
adoption of the self-referentiality of autopoiesis. Action sits in contrast with structuralist 
theories though many, such as Parsons and Giddens, have attempted to integrate the t\\'o 
(Andersen & Kaspersen, 1996). 
Parsons combined the action perspective with systems theory. He saw social systems as 
one of four actions systems, the others being culture, personality and behavioural 
organism. Luhmann was influenced by Parsons' systems theory but instead of action, 
saw communication as the basic social event. For Luhmann, action held a different 
meaning referring to the acceptance or rejection of a communicative event. Action is 
therefore a fourth dimension of communication. However, it is the emergence of 
communication that is emphasised, it is not assumed that it is transmitted. This is iii 
contrast , vith Habermas who sees intersubjective understanding as that which obliges 
actors to communicate. In contrast, the central concept - the observer, sees, regards or 
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understands something by means of an act of distinction thus generating meaning. This 
is the construction of reality as opposed to the -social construction of reallt,, -* 
Thus action makes the assumption that meaning is there to interpret ýN, hereas Luhmann 
holds back and first explains how meaning is created showing that it unfolds rather than 
already exists. If meaning is not already there to be transmitted. there is nothincy to 
'intersubject' or share. Meaning is created as the selection of information that is 
generated as it happens. Where it is accepted or rejected we have action. But the 
communication itself a separate entity to psychic systems who merely participate In it 
making. Therefore psychic systems cannot be intersubjective. and thus cannot 
communicate because they are closed systems. They contribute only one part of NN-hat is 
thought of as the unity of the 'human being' or subject. Psychic systems construct thcir 
own worlds by selecting meanings that have relevance. 
Systems theory has also proved beneficial because it takes a different stance from 
theorists who aim to theorise the mind and body as a unity. Autopoietic systems 
include both psychic and bodily systems. Each are closed systems but are 
interdependent, or in systems terms, structurally coupled. They cannot continue without 
each other yet cannot be determined by each other. They are certainly not one and the 
same system or parts of the same system. This means that they can only trigger a 
response in the other if the effect is 'recognised' or deemed relevant. Psychic and 
bodily systems are therefore both open and closed to each other. This has implications 
for the mind/body dualism that has led to an ongoing debate over how the problem of 
embodiment can be adequately theorised (Mingers. 1996). 
Systems theory accepts the person as, if not embodied, a psychic sN'stem structLirall\ 
coupled with its bodily systems. Social research has struggled to brino the mind and 
body together. In avoiding biological essentialism, it has fallen into. a Foucauldian type 
constructivism, rendering the body invisible and without agency. In this it inadvcrtcritly 
supports the medical model in creating a mind body dualism (Shillinp. 1993). In making 
these distinctions, it can be demonstrated how NN-hat people say articulates the 
relationship between the psyche, and his or her mouth and his or 
her environment. TIle 




situation is treated as a system in its own right but also acts as environment to the other 
systems. 
Luhmann has pointed out that society is not an all encompassing whole but ill a 
functionally differentiated and differentiating system and he applies the same criteria to 
the individual. To talk about the 'subject' is as ill-conceived as the idea of societv as a 
whole made up of parts. Therefore, Luhmann argues for the need to drop the term 
ýsubject' whilst replacing it with 'psychic system' or person since this recognises the 
difference - the person is only a part of what is seen as the individual. This SLI'-"-'Csts that 
rather than 'subjective' measures of oral health, which assume the individual as a unitý-. 
we should use a term that refers specifically to psychic systems. The psychic sý, stem arid 
the nervous system, for example, are environment to each other. Whilst thc% are 
structurally coupled they are not the same: 
"this means that cells and societies, maybe physical atoms, certainl , I, immune systems and brains are all individuals. Conscious systems hallc 
no exceptional status. They are a particular type. There is no ultimate all 
encompassing unity - (Luhmann, 1990: 116). 
This for Luhmann dispenses with all ideas of humanism: 
"there is no autopoietic unity of all the autopoieticsystems that compose 
the human being. Certainly mind and brain itlll never build one closed, 
circular, seýflreferential autopoietic system, because thoughts, as 
elements of the mind, cannot be identified with single ne urophys io logical 
events, as elements of the brain " (Luhmann, 1990: 1177). 
Thus he points out that all observations of 'individuals' must focus on difference not 
unity. In observing the participants in a project such as this we must accept that the 
body, or mouth and teeth, is another system that can observe, in an abstract sense - it 
has an effect on the systems to which it is structurally coupled such as the milid. To 
N, icw the person as a body and mind that should be influenced by Dentistry is to Conflate 
multiple systems that each have their differing perspectives. To aggregate each 
perspective is to create paradoxes as seen in the aggregations of measures of disabilitý 
and handicap. 
Luhmann points out that individuality can only be defined by self-reference. However. 
humans as we think of them are not the only 'individuals. The mouth and teeth are also 
systems alongside further systems - each with their own self-referencc. Thus the body 
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can no more share meaning intersubjectively than people. If meaning is contin(! eilt. so 
shared meaning is doubly contingent. 
Luhmann's theory is not without criticisms. for example, it has remained focused on 
society at the expense of the individual. These criticisms are outlined and in soille ": ases 
countered in the following section. One of the greatest problems to be confronted is that 
Luhmann's theory over stresses the formal and logical aspects of' knoxvled, -, ý2 
construction and is therefore not sufficiently empirically grounded. Indeed it is %\-Idely 
acknowledged in the sociocybernetic scientific community that the operational I sat Ion of 
Luhmann's ideas remain his greatest challenge to us. The solution sought in this studý- 
is to explore how the underlying principles of systems theory fit and XN-ork in tile 
analysis of empirical data whilst using the procedures and techniques associated with 
the method of grounded theory. Both approaches are highly compatible. Thev both 
focus on emergent meaning and emergent conceptual fit. How grounded tlleorý- alloNN-s 
for the operational isation of systems theory as explained in the method Section 5.1.6. 
and illustrated in the results (Section 6). An explanation of how the theoretical 
innovations of Luhmann and the methodological innovations of Glaser work together 
can be found in Section 4.10.3. 
4.10.2.1 Criticisms of systems theory 
Although Luhmann's work is attracting increasing interest it has been treated ", vith 
caution by some. This is partly because little of his work has been translated into 
English, including his major introductory work, Social ýy. s-tems (Luhmann, 1984). 
which was not translated until 1995. The density and abstract nature of Luhmann's 
writings has certainly led to some critical misconceptions. Other criticisms of 
Luhmann's systems theory stem from its roots in structural functionalism. Indeed it is 
the modern equivalent of structural functionalism. Parsons (1951) original 
functionalism was seen as too conservati\, e and, based on action, it did not allo", N. t'()r the 
intervention of meaning before action. Charged with being a conservative defericc of the 
status quo (Mills, 1959), Parsons' role theory (section 3.4.10). 
for example, treats the 
individual as part of the working of society and individuals well-being Nýas gcnerallv 
onlv considered onlv in terms of how thev related to society. 
() (I 
Literature Review 
Luhmann's theory turns the emphasis of classical functionalism on its head because it 
treats communication rather than action as the medium of society. Action is seen as the 
outcome of meaning systems produced in communication but it cannot be understood 
without an understanding of how meaning emerges (Andersen & Kaspersen, 1996). ýA 
common misunderstanding that relates to systems theory's functionalist foundation 
involves Luhmann's use of the terrn *system' which suggests an emphasis on control or 
a pre-determined order through which society might function according to certain goals 
and not others. It suggests a rather conservative and deterministic approach. Luhmann 
in fact insists that order is highly improbable. He was concerned with the problcrn of 
order, but demonstrated the improbability of order. All systems, includinO 'functional' 
subsystems develop through a reduction of complexity and continue if they work. If 
they do not function, they will cease to exist. There is no teleologic aull or pre- 
conceived plan and they are not functional in the sense that they are not driven by a 
purpose or determined by an external source. They are functional in that they reduce 
complexity, enabling order in what would otherwise be chaos. The stability and 
continuation of systems is guided by structures that are neither static nor normative. 
they are always in process and are changeable but become stabilised through repetition. 
In the same way, psychic systems use expectations as stable assumptions that beconle 
stabilised over time but can change. In this sense there is a strong link between the 
epistemology of Luhmann and that of Piaget (1972) 
Luhmann's theory has also been seen as one that ignores humanistic and emancipatorN, 
values (Viskovatoff, 1999). Luhmann does not apologise for this - he only set out to 
provide an analytical approach to the study of societies he therefore emphasises the 
logical aspects of theory construction at the expense of the empirical (Plaget, 1972). All 
values are produced from within the system. Luhmann stands back and attempts to 
show the how values are self-referentially produced rather than enter ilito the ideolooles 
himself In fact, on values Luhmann, while dismissing the 'anything ooes, of, 
postmodernism, demonstrates the 'perfect nihilism' of modernity's i-ecogmition ot' the 
equivalence of values and for, example. it is this transparency that allows a i-yreatcl- 
understanding of how 'inequalities' emerge: 
"The demise of centers which so fiar, rc, flected jaith or instrumental 
values (Webers value-orientated and goal-orientated action) are 
rcplaced bi, the open space of an indeterminate. sell-constituting realltY, 
(11741 a seýl-constituling value ýl -stcm. For Luhmann, peilca nihilisin is the 
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logic for such contingent, but 
understanding" (Hayim, 1994. - 318). 
advanced nature oj' model-17 SCý 
One of the greatest flaws in Luhmann's systems theory is actually proposed bY 
Luhmann himself. In fact the theory paradoxically debunks itself. This is the tlieory*s 
premise of the impossibility for society, or any autopoietic system, to describe it, ýClr 
from within. Because we can only describe and explain others use of distinctions 
through our own distinctions, the theory can only provide a possible model of knowing, 
while at the same time emphasising It's impossibility. This serves to confirm the 
proximity of Luhmann's convictions to that of Piaget (1972) who focuses on the 
operations at the heart of knowing. 
Luhmann's work has also been criticised for being too metapliý-sical and lacking in 
relevance for those involved in empirical observation (Viskovatoff 1999). AS statcd 
previously the formal bias of his explorations has meant that his approach has not yet 
been widely applied to substantive research. This study represents an attempt to change 
this omission. The following section outlines how his approach can be applied to the 
research question 'How do assessments of oral health related quality of life (OIIRQoL) 
vary between and change within individuals? 
4.10.3 Applications 
The application of Luhmann's theory to this study provides an exploration of the ways 
grounded theory and systems theory complement each other. This section concerns this 
intersection between systems theory and grounded theory and centres on emergencc. 
For Luhmann emergence refers to the emergence of social order and for Glaser 
emergence refers to the emergence of stabilised theoretical ideas from substantiVc 
observations. The operative link between grounded theory procedures and the logical 
basis of Luhmann's systems theory will be explained with reference to Spencer 
Brown's Laii, s of Fot-m (1969). One of the central tenets of Luhmann's systems thcory, 
the process of observing is compatible with the underlying processes of theory 
emergence posed in Glaser and Strauss's (1967) grounded theory. 
Luhmann's theorv designates researcher's observations of people's commumcatimis as 
ich are abstractions based on t-rst-ordei- first-order observations, leadin(-, to products whi II 
observations. Someone else could then read the transcript of the report, paper or book 
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subsequently produced and produce second-order observations and reading them leads 
to self-reference. 
4.10.3.1 Grounded theory 
Grounded theory has provided a practical guide for the collection and analý-sis of data 
with the aim of building theory. It represents a departure from deductive research. 
arguing for theory to be grounded in observations of data. The researcher is urged to 
analyse the data whilst guarding their preconceptions and allo-vving, the theory to eincr, -, c 
from the data: "Grounded theory is the discovery of what is there and emerges- (Glascr. 
1998: 4). This implies that there may be an existing theory that must emerge. Ho%vever. 
there are multiple possible theories and what is allowed to emerge in grounded theory is 
what works and is deemed the best fit. This is akin to radical constructivisin's insistence 
that there is no fixed reality or truth out there, but multiple possible truths or theories 
which can fit how one observes the world. 
Glaser (1992; 1998) is at pains to stress what he means with reference to what he does 
not, that is, the forcing of theory on to data. By this he does not mean that the observer 
approaches the data tabula rasa but that the observer must guard against the theory 
laden nature of observation. It is the difference between theory that is forced onto the 
data and that which emerges from observing the data in a refined way in order to 
generate theoretical concepts and categories which are grounded in the data. Glaser's 
foil, Strauss and Corbin's (1990) rewriting of grounded theory, represents the other side 
of the distinction between emergence and forcing, sharpens the meaning. Indeed he 
titles his correction of grounded theory (Glaser, 1992) 'Emergence vs. forcing'. 
Following the original Discovery of Grounded Theory (Glaser & Strauss, 1967). 
Strauss joined forces with Corbin (1990) and changed the direction of grounded theory 
by designating more specific methods of observation. Glaser remained loyal to the 
original method, claiming that they had over prescribed the method. forcing the 
researcher to observe the data in a particular way which forced description and not 
categorisation. Citing Strauss and Corbin's Basics of Qualitative Research (1990). he 
describes their method as over prescribed, directive. imposing, and an exhortation ot'the 
analVst to apply rules to the process of analysis that halt the passivity of emengence and 
the result is thus not grounded theory. The resulting theory was less -grounded' but 
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guided in a particular direction, restricting the freedom to allow the complexity of the 
world to emerge. The applications of Luhmann's theory that are put forward here 
represent a way to elaborate Glaser's original method. 
In Glaser's grounded theory there are two levels of anaIN'sis that in practice occur 
simultaneously. Observations relate to the particular concerns of the people im-olved. 
The theory is then based on second-order observations of first-order observations and 
gives a conceptual account of people's main concerns. The basic unit of allaIN-sis in 
grounded theory is the 'incident'. The data is broken down into tý-pes of incident which 
are given a code. This first stage allows a general descriptive summary of the reseai-ch. 
The codes are in vivo in that they are observations that are made by the participants In 
the study. When two similar incidents are observed they are compared and the 
difference is summarised under a memo. Memos are written notes that allow the 
researcher to remember ideas as they occur and are one of the most important parts of 
comparative analysis. The process begins with the collection of data and contintics 
throughout the research process. It enables the observation and description to evolve 
into a conceptual picture of events but one that remains grounded in the observations of' 
the perspectives of participants. Memo writing is akin to Luhmann's recursivity whicli 
requires a continuous testing of consistency (Luhmann. 2002: 139). 
Grounded theory is then, an abstraction of descriptive analysis. In systems terms it call 
be described as second-order observations of observers. Ideally substantive theories are 
applicable to other domains. Glaser's concept 'awareness' was originallý, applied to the 
process of dying but this has been applied to other fields such as education and %\, as 
initially explored as a sensitising process in this project. 
In Theoretical Sensitivity (1978), Glaser details coding families to scuýitise, not direct, 
the analyst to possible connections between categories and properties. In contrast, he 
argues that Strauss exhorts the analyst to use such connections %\-hen the analý'st coLild 
not possibly 'know' in advance what connections might be made: 
''In grounded theory ive do not link properties and categories in a sct of 
relationships denoting casual conditions, phenomena, context, 
interivning condition, actionlinteractional stralegics and conNcquences. 
This would be preconception andforcing theoretical coding, conc(? pIs on 
dala to the n7ax. The grounded theorist simpýy codes. /or calegorics and 
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properties and lets whatever theoretical codes emerge it-here they ma. v 
(Glaser, 1992: 63). 
4.10.3.2 Systems theory as emergent 
Similarly, for Luhmann, society is emergent. This is in contrast -with the traditional N-Iex%, 
of society as having some shared common understanding or underlying truth that can be 
explicated through scientific reason. Ontology refers to a xvorld that exists objectively in 
separation from people: 
"Luhmann distances himseýf ftom what he calls the "old European - 
ontological theoretical tradition, hopelessly outmoded in its potential ror 
capturing modern society in all its complexity-Societv, in the classical 
view, consists of subjects of action whose fundamental unit , i, 
is based on 
1. - -0). sharing a common understanding " (Bechmann & Stehr, 200- 7 
Instead of trying to uncover a basic unity or truth, Luhmann focuses on the unfoldim-, of 
society through material, social and temporal aspects of distinguishing. Identities 
surface from, and are relative to what has gone before: 
"Against this, Luhmann sets a view of a world that icinporalizes, 
differentiates and decentralizes all identi ties. Identities are products (? f 
past events. Unity is no longer the ultimate point of relýrence ol"the 
theory. By relativiling even the ontological scheme qf existencc non- 
existence as but one of many observational schemata, Luhmann attacks 
the foundations of poweýful traditions of thought" (Bechmann & Stehr, 
2002. - 70). 
Distinctions that are made become stabilised if they work. This is teri-ned 1unctional 
differentiation', that is, differences that function and therefore continue. However, this 
appears akin to reasoned decision making because the act of making a distinction that 
works suggests an anticipation of what will work. Yet the act of distinguishing is not 
consciously considered in advance, it is guided by expectations that have emerged I'l-oni 
previous expectations. The process builds upon itself rather than being stl-uctured b\ 
underlying norms: 
"Distinguishing always takes place in a medium qf a lack Qfforetho light 
and previous indeterminacY, endowing each form with the seal of 
indelible contingenc , v. - 
in principle one could have made completely 
dýftýrent distinctions " (Bechmann & Stehr, '72). 
The contingency of social meanings is in contrast xvith Parsons. 
Luhmanli's Cark. 
influence, who defined systems by means of the presence of collectively shared norms 
and value patterns. Alternatively, Luhmann proceeds from a -systerns concept shaped in 
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a purely relational manner" (Bechmann & StehT. 2002: 70). Distinctions emerge as a 
chain of events that are defined with respect to each other. B, erý- distinction is set in the 
context of its past, and this includes the other side of a distinction, the side that was not 
selected but provides identity. Luhmann's emergence is improbable in that theY walvs 
things turn out could be different. Social structures have nothing self-evident in them: 
they require continual new social construction for their existence and shape. 
4.10.3.3 Grounded theory and systems theory 
It is argued there that the grounded theory and systems theory are congruent. One can 
compare the 'event' as the basic unit of analysis in systems theory with the 'incident" in 
grounded analysis. 
"The properties of events in relation to time are remarkably similar to 
the properties of incidents in grounded theoty. Indeed in the process of' data analysis through the 'event' of comparing event to event 
abstraction becomes possible. This also rýflects the linking ql's, Ystems 
theory that the process of communication begins with an observer 
drawing indications and distinctions (conceptual codes and categories 
respectively in grounded theory) " (Gibson, 2000). 
The constant comparative process of comparing incident with incident is akin to 
Spencer Brown's (1969) primitive form of drawing a distinction. At the same time the 
gerund, the 'doing' verb, is used to mark the incident at a stage in time whilst at the 
same time marking it as part of an ongoing process. 
The first stage of grounded theory, the production of in vivo codes, is similar to Spelicer 
Browns (1969) first law of calling: "The law of calling - Axiom I the value of a call 
made again is the value of a call". This refers to the production of repeated distinctions 
of the same value. The process reduces the complexity of the data in the same \ýaý as 
the coding of in vivo incidents. At this stage similar incidents of codes are constantlý, 
compared for variation in meaning. The aim is to find categories , ý-hich adequatelý- 
summarise and 'fit' the observed variations. 
The second stage concerns the second law of calling: ". Axiom 2 the law of' crossing - 
The value of a crossing made again is not the value of the crossing". This typc of 
incident occurs when the person re-enters a previous code and the code is chan(-, cd 
- Although people may not 
be aware of this (concept), a previous observation is meaning 
challenged. Tlicy look outside the original distinction and make other observatioris. TI-iis 
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triggers them to confront the earlier mark (concept) and at this point cross back into 
their own marked state. They change the value of what they said by adjusting the 
original meaning. This is surnmarised abstractly in Figures 3 and 4 below: 
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Figure 3. The application of Luhmann's mode of observation to the communications of 
psychic systems concerning the meaning of oral health related quality of life: Axiom One 
Concept I (C I) related to the following incident: 
Incident (I )"data data data data data data data data data data" 
Different concept (C2) relating to different incident 
"data data data data data data data data data data" 
"data data data data data data data data data data" 
(C I again) relating to a similar incident as in CI above 
Incident 2 (12) "data data data data data data data data data data" 
If the first incident (11) is similar to the second incident (I-)) then the concept is merely 
called again (repeated). This operation is called "calling" in the Laws of Form as 
formallsed in the first axiom: "the value of a call made again is the value of the call. " 
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Figure 4. The application of Luhmann's mode of observation to the communications of 
psychic systems concerning the meaning of oral health related quality of life: Axiom 2 
Concept I (C I) related to the following incident: 
Incident 1 (11) "data data data data data data data data data data" 
Different concept (C2) relating to different incident 
Incident 2 (12) 
-data data data data data data data data data data" 
"data data data data data data data data data data" 
(C I again) relating to a similar incident as in CI above 
Incident 3 (13) "data data data data data data data" 
If the third incident (13) is different to the first incident (11) then an operation called a 
ýcross' takes place as formalised in the axiom: "the value of a cross made again Is not 
the value of the cross". In this case the incident is different, the observer has crossed 
over the distinguishing line of one thing and into another. 
There is a change in the value of the concept C, this is noted in a memo. For example. 
memo I would read: 
Merno 1: Concept I varies in the following ways 
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A crossing made again therefore describes the process of theory building. It means to 
draw a distinction and then to cross over into the other and back to ad just the value Of 
the distinction and is indicated in the memo. Operations indicated by Spencer-Brown's 
Laws of form provide a formal specification of the procedure. This study hope', to 
demonstrate that in the same way that systems change their elernents. but not their 
structure, so do conceptual codes but not their properties. Thus chan, -, e occurs as 
concepts become more abstract, but they are nevertheless grounded in the original 
meanings of the people studied: 
"structures abstract ftom the concrete quality of elements and evoits, 
they take some of the concreteness of the elements and build their own 
concreteness. Structures endure despite their elements, which can he 
removed, substituted and interchanged" (Luhmann, 1984 ýf Gibson, 
2000). 
Further when substantive theory is extended to other domains, the observations chanoe 
but the structure of the theory endures. The similarity between grounded theorý' and 
systems theory is evident in that both demonstrate that 'knowing' is contingent, 
emergent and aimed at reducing complexity: 
"In this sense emergence illustrates the contingent nature of the 
knowledge or truth content of grounded theory and at the same tinic the 
ef , 
fectiveness qf grounded theory communications to reduce complex 't. 
(Gibson, 2000). 
To summarise, the grounded theory method produces observations of observations. As a 
second layer of observation it is part of the ongoing emergent communication sN, steni. 
The result is one possible theory. There could be others but importantly, the one 
produced is the one that has best fit at one point in time and works to explain the 
observed variations. As with all new observations the product is dependent on previoLis 
observations and is one possible reading of those observations. The process ol' 
integrating the range of observations (of incidents) is the radical constructivist process 
of achieving 'fit'. 
Both types of observation, the radical constructivism of systems theory. 01- the 
conceptual building of grounded theory. depend on previous observations. N'elthel- 
pretend a point to point contact with an external reality. instead thcýý both demmisti-ate 
the impossibility of achieving this. While grounded theor\-, and indeed all qualitatiVc 
research, mav have been criticised for its lack of 'objectivity". sN stems theon- shows Lis 
106 
Literature Review 
that all communications are contingent. Knowledge is realised through comparison. or 
'goodness of fit'. 
A form of triangulation can be applied where, through theoretical sampling. the theorý- 
is applied to other fields so reproducing two forms of a distinction. This I eslý is the proc 
of formal theory building in grounded theory. If the theory is adequate. the emergent 
theory is given increasing rigour if not the stamp of 'truth'. The value in relating these 
two approaches is that grounded theory may become more rigorous. and sý-stems tlieorý- 
more applicable. 
Based on the forgoing, it is maintained that the two approaches, grounded and systerns 
theory, are complimentary. Like Luhmann's chain of connections, or related 
distinctions, Glaser's theoretical coding families emerge as connections between 
categories and properties, as connections between repeated observations rigorously 
mapped and captured in written memos. The contrasting arguments stipulated by both 
authors also demonstrate similarities. Glaser argues that grounded theory has been over 
prescribed by Strauss and Corbin and thus rendered ungrounded where codes ha\. c been 
imposed upon the conceptual products to put them together as the analyst wants. This is 
akin to the view disputed by Luhmann, of society as the product of reason or as the end 
result of a fixed underlying structure. Both theories insist that they have no pre-set. 
directional, objective or ontological status. There is no one way for a grounded theorý' 
or for society to turn out. The only universal is that what lasts is what happens to work 
and the only determining factors emerge through the constraints set by previous 
emergence. In speaking of differences rather than objects, society for Luhmann is non- 
ontological. 
Grounded theory allows for the observation of emergent forms of communication in a 
substantive area such as oral health. This connection of systems and -grounded 
tl1eOr% 
also allows the observation of psý'chic and social systems as tlieý' interact and constrain 
and guide the emergence of each other. Indeed the gerund of Glaser, allo%\s 
for the 
constraints of expectation structures and the simultaneous process of emergent social 
systems. This provides a way to circumvent the problem that emerges as soon as a 
distinction is (liven a name. The act of naming objectifies and rcifics what is onlý' part ot' 




emergence is of the theory. However, in observing emerging social communicati I ions. %\ e 
can allow a theory to emerge. This study demonstrates the use of -Yrounded theol-N. and 
systems theory in practice. This is illustrated in detail in the \Iethods (Sectioll 4) and in 
the results. 
4.10.4 Qualitative research issues 
Qualitative research methods are used in this study to investigate variation in response 
to impacts on oral health. This section outlines the strategic selection of uslll(-, 
qualitative methods while the chapter on methods stipulates the materials and 11letliods 
used in this study including a detailed outline of the process in practice. 
Studies on the impact of oral dysfunction have been dominated by quantitatlVe 
approaches utilising structured questionnaires and intervievý-s. These expose little of the 
range or depth of the people's subjective feelings. Most fail to measure indi\idLial's 
perceptions of improvement or satisfaction with level of perfon-nance. This is iniportant 
because this is needed to predict whether individuals seek care, accept treatment and 
consider themselves well and recovered (Sheiham, Maizels & Cushing, 1982) (Bowlino. 
1997) (further applications for quality of life assessments are summarised in the 
discussion in Table 1. ). 
The two main paradigms that correspond with quantitative and qualitative research, are 
positivist and constructivist approaches (Denzin & Lincoln, 1994). Positivism belongs 
goven. more to deductive, 'scientifically' grounded research that takes 'reality' as oi 
Hypothesis and theories are put forward and generalisations or predictions are deduced 
from these (Lakatos & Musgrave, 1970). Qualitative/constructivist research is an 
inductive process that aims to discover rather than verify hypotheses. The shadow that 
positivism cast over qualitative approaches culminated in a post-positivist paradigm 
(Guba & Lincoln, 1998). Dentistry has largely occupied the positi\, ist realm of researcli 
in terms of surveys, and the post-positivist realm in terms of qualitative research, ý\Ith 
the exception of Nettleton (1986; 1992). Other researchers who have carried out 
qualitative research into oral health include Schou and Eadie (1991), Kay and Blinkhorn 
(1996), MacEntee ef al. (1997), Edwards and Watt (1997), Fiske et al. (1998), and 
Ostberg et al. (2002). 
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Post-positivism emphasises the discovery and verification of theories whereas 
constructivism focuses on emergence and is compatible with sYstems theorY and 
Glasersfeld's (1984) radical constructivism. Constructivist perspecti\-e, -, accept the 
presence of multiple realities and a subjectivist epistemology - knower and sub. Ick: 1 
create understandings. The emphasis is on an inductive approach focusing on open- 
ended intuitive approaches to data collection and analysis. The researcher attempts to 
make sense of phenomena in terms of the meanings people bring to theni (Deiiziti z: I 
Lincoln, 1994). 
While positivism holds the realist view that there is an accessible external realitN", post- 
positivism holds that reality exists but that we have to access it obliquel. y. Multiple 
methods are used in an attempt to get closer to the 'truth'. and there is an enipliasis on 
triangulation. From a constructivist perspective the criteria of post-positivism are seen 
as irrelevant. Rather than internal and external validity and reliability, consti-Lictivist's 
have felt that these evaluation criteria silence too many voices (Guba & Lincoln, 191)8). 
Qualitative studies are generally small scale and aim at ecological validity in terms of' 
what people really think, believe and do rather than validation in terms of statistical 
representation (Nettleton, 1986). Thus validity is not thought of as correspondino 
closely to reality - it is achieved by allowing people to place their own observations 'n 
context. While samples are statistically non-representatiý'e, they are informational 1ý' 
representative in that the data is obtained from people who can stand for other people 
with similar characteristics (Sandelowski, 1995). 
This study straddles the gap from dentistry's post-positivism to constructivism in that 
grounded theory was used in this study and a constructivist methodoloo%, has been 
followed with Luh-mann's emphasis on the contingency of the world. The emphasis is 
on radical constructivism and the methodology demonstrates that grounded theory is 
commensurate with systems theory's focus on emergence rather than deduction. 
4.10.5 Conclusion 
Methodology concerns the ontological and epistemological foundations that underpin 
the collection and anaIN'sis of data. This section has outlined the main tenets of s"-stcrns 
theory, contrasted it with other approaches, and demonstrated its cornpatibiliv,, - \\Ith 
grounded theory. While Luhmann concentrated on social systems. this study draws mi 
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the interaction between psychic and social systems. For Luhmann psychic svstenIs are 
constituted on the basis of a self-referential nexus of conscious states, and social 
systems are constituted on the basis of a self-referential nexus of communications 
(Luhmann, 1984). Neither dominates; the two interact to construct emer, -, ent meanings. 
Luhmarm drew on a diverse range of theoretical traditions including systems tlleorý'. 
phenomenology, distinction theory, and autopoiesis. The result is a radical constructivist 
theory of systems that are self-producing. The theorN, provides a rigorous method for tile 
analysis of qualitative data and the mapping people's processes of meariing constructioll 
through the methods of grounded theory. This contrasts with other perspectiN-Cs that see 
the world as either pre-existing, or created intersubjectively through shared meaiiings- 
However, neither allow for variation between people. Other approaches such as 
Foucault's governmentality are equally insufficient. Lupton (1995) explored the reasons 
why people take up imperatives of public health through a Foucauldian perspectivc 
where people internalise particular ideals and then self-govern their behaviour. 
However, as Lupton conceded, this approach does not explain why many live outside 
such imperatives. 
The combined applications of systems theory and grounded theory allows this study to 
bridge the gap between dentistry's post-positivism to radical constructi\'ism. Howevel-, 
the emphasis is on radical constructivism and the methodology demonstrates that 
grounded theory is commensurate with systems theory's focus on emergence rather than 
deduction. Luhmann's work has been criticised for lacking relevance for those invok, ed 
in empirical observation (Viskovatoff, 1999). This has been partly the result of 
Luhmann's interest in social systems rather than psychic systems. This study challenges 




This project aimed to find out how assessments of oral health related qualitý' of life 
(OHRQoL) vary between and change within indiý-iduals. This section introdtices the 
sampling, recruitment, interviews, and the practical steps taken in the analý-Sis- lised in 
this study. The objectives were as follows: 
Objectives 
1. To develop an appropriate methodology and method to address the alin of the 
study. 
2. To select a sample suitable for the exploration of meaning variation and chanoc 
in oral health related quality of life. To achieve this objective two ()roups of 
participants will be recruited with similar clinical status but differing responses 
to that status. For this reason, people with visible oral disorders will be chosen 
as a response is more likely and they would be easier to recruit. To select for tile 
widest possible range of responses, one group will consist of people who are 
seeking and one group will consist of people who are not seeking treatment. 
3. To use qualitative methods guided by an appropriate methodolon, for the 
exploration of meaning change and variation. Qualitative methods invol\, c 
inductive rather than deductive research methods which aim at dIsco%, ery rathcr 
than testing of hypothesis. Cross sectional comparisons vJll capture variation 
between individuals and longitudinal interviews will be conducted to captLire 
change. 
4. Guided by the methodology, to analý'se the data to identify how assessments ot' 
oral health related quality of life (OHRQoL) vary between and change Wallin 
individuals. 
5. To present the results and discuss the implications of these with ret'erence to: 
al'tv of life. the implications for oral health related qu i, 
the developing methodology 
Alethods 
5.1.1 Sampling 
To explore meaning variation and change in oral health related quallt. y of life purposiVe 
sampling recruited participants from both genders and a variety of ages and social 
groups. Two groups of participants --, ý-ere recruited with similar clinical status but 
differing responses to that status. Visible oral disease \N-as selected because noticeable to 
both the participants and the researcher. There would be no doubt that there \\-a,,, - an 
awareness of an oral disorder. Visible oral disease also eased recruitment. To select for 
the widest possible range of responses, one group was seeking treatment \N-hile tile offier 
was not. Selection was initially based on the following criteria: 
People who had socially visible decayed, missing or broken teeth who ý\'ere seekilig, 
treatment. 
People who had socially visible decayed, missing or broken teeth \\-ho N\ ere 11ot 
seeking treatment. 
Selection continued until saturation was achieved in the cross sectional data. This was 
reached at 20 participants. To assess changes over time each participant was 
interviewed on two occasions making a total of 40 interviews. Please refer to the resLilts, 
Table 3 for a description of the participants. 
5.1.2 Recruitment and Liaison 
Participants were recruited using a combination of advertisements in shop Windo, Vs and 
local publications, dental practitioners and snowball sampling. Advertisernents 
explained the nature of the study, invited participation. and provided a contact telephone 
number where potential participants could seek further information. Dental practitioners 
were approached and asked to identify and provide invitations to suitable participarits. 
Having located a small sample for each group, the initial sample was exparided throu'A 
snowball sampling where the participants were asked to recommend people %\11o maý' be 
appropriate. This proved the most successful means of recruitmerit. 
New recruits were invited to participate by letter and this explained the nature of tile 
research. A consent form explained the nature, procedure. purpose and requirements ot 
the prQjcct, ensured confidential ly; and asked for consent. 
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zu. -i Lthical Approval 
Approval was granted by King's College London Research Ethics Cornmim: ý:. 
5.1.4 Interviews 
Individual open-ended interviews took between one and two hours and were tape- 
recorded and transcribed verbatim. 
The interviews were semi-structured to allow for the greatest possible freedoni of 
expression. A list of topics was used to ensure that all areas of the foreshadoxN-ed 
problem were covered (see Appendix 111). In addition. pictures and dental artefacts (see 
Figures 5-8) were used as prompts to allow participant's to make observations about 
'oral health' without pre-structuring responses. 
In order to provide an external validation of the data by triangulation, all participants 
were asked to complete the Oral Health Impact Profile (OHIP) 14 questionnaire (see 
Appendix IV). The total score for each participant was calculated by surnt-ning the 
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. ). 1.4.1 Interview One 
Participants were initially asked about their daily lives. challenges. and hopes for the 
future. The intention was to elicit a picture of their general expectations and hoNN- they 
interacted with their respective environments in order to gain a context for tile N\-a,,, theý- 
talked about oral health. Pictures of people with varying degrees of oral health and 
disease were introduced during the interview. This procedure encouraged people to talk 
about their experiences and expectations of oral health in a free flowing conversational 
manner. 
5.1.4.2 Interview Two 
The purpose of the second interview was to allow for any changes in the -o,, ay people 
talked about oral health to emerge. Both groups were initially asked if they rernernbered 
anything about the first interview and whether there was anything they ýý, anted to add. 
People who were seeking treatment were asked how they were, whether they had 
received their treatment, and how they felt about their oral health since tlIe first 
interview. Those not seeking treatment were asked how they were generally and hoNN. 
they felt about their oral health since the first interview. Prompts were used again witli 
both groups to introduce the topic of oral health. These consisted of dental advertisino 
leaflets and various dental artefacts such as dental floss, fluoride mouthwash, a dental 
mirror and probe. During the interview both groups were asked what 'quality of life' 
meant to them followed by how they thought it might relate to oral health. These 
interviews were more directive, challenging and perturbing. 
5.1.5 Data Analysis 
Data analysis was guided by the methodology outlined (Section 3.10). This involved the 
epistemological foundations of systems theory operationalised using the techniques of' 
grounded theory (Glaser, 1998; Glaser, 1992, Glaser & Strauss, 1967). First the basic 
steps are outlined followed by a more detailed explanation of hoxv the methodology 
guided the process. 
Analysis involved a series of steps, although in practice they were rcvised throughout 
the process. The transcripts were initially read and re-read. Using the constant 
comparative method of grounded theory. communication codes were identified and 
listed on file cards. To investigate variation between people, the oxo groups were 




investigate within-subject change the inteniews were compared longitudinallý-. The 
sample as a whole did not remain in two discrete groups. Some of those who ýNýere 
planning to seek treatment did not do so for various reasons. This slight deviation froni 
the protocol was regarded positively as it allowed for the observation of greater 
variation and change. Similarities. differences, contradictions and links bem-eell 
concepts and observations were recorded in memos through the basic operations 
outlined in Figure 3. The cards were sorted into categories xNýhich in turn summarised 
the observed variation. The codes were then compared across indi\-iduals and across tile 
people who were and were not seeking treatment. In practice it was found that this 
dichotomy was dissolved because some of those seeking treatment declined. This 
change was positive in that it allowed for further variation. 
Within subject change was explored by comparing codes across first and second 
interviews. Within subject change also emerged through looking for changes in 
observations within interviews. The emergence of concepts and their properties together 
with the emergence of a hierarchy in their ordering is explained in the next section. 
The following section considers the way the methodology underpins the method 
through examples from the data. 
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5.1.6 Application of grounded systems theory analysis to the data 
The main analytical question for data analysis was: How does what is beln, -, said 
articulate the relationship between the person (psychic system), his or her mouth aiid his 
environment? 
In this case the environment involves everything else including the oral health systern, 
others perspectives and the psychosocial and material context In whIch the person is 
situated. The term 'articulate' is important. It is possible to read the participants 
communications not to read their thoughts. This marks Luhmann's separation of 
psychic and social systems, the difference between the two being distinguished in tile 
phrase 'you cannot think my thoughts but you can read my communications'. 
The project and emergent substantive theoretical observations thus turn on 
communications. What is said, a response, is generated from the meaning taken from 
the emergent chain of previous communication be that of the participants o"vil, the 
researchers, or those that emerged for the interview situation such as the photographs 
(Figures 5-8). For example, a range of meanings emerged from a picture of a model 
smiling (Figure 6) from white straight teeth are desirable and essential, to the meaning 
that they are a sign of the commodification and/or exploitation of dentistrý'. Further 
examples are provided within the results section. 
An important tenet of systems theory is to specify the observer. This section explicitly 
addresses the basic operations that the 'researcher observer' undertook in the 
construction of observations of the observations of the participants in the study. 
Guided by the basic question, in the method of grounded theory the researcher observer 
coded for incidents that said something about the concerns of the participants as they 
spoke. This production of in vivo codes represents Spencer Browns (1969) first law of 
calling: "The law of calling - Axiom I the value of a call made again 
is the value of a 
call" referring to repeated distinctions of the same value and a reduction of the 
complexity of the data. For a specific example of the abstract process outlined in Figure 
above please refer to Figure 8 below: 
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r igure 9.1 he application of Luhmann's mode of observation to the communications of 
psychic systems concerning the meaning of oral health related quality of life: Axiom One 
Concept I- unnatural perfection: 
Incident I "... her teeth look almost too perfect ... And 
therefore they might not be her natural teeth... '' (Fred 
11/10/00). 
Concept I- unnatural perfection: 
Incident 2 "Yeah, set ofperfect teeth, absolutely peýlýct... 
(Jason, 2815101). 
Concept I- unnatural perfection: 
Incident3 --they're a bit too perfect really aren't they" 
Not natural - he's a model - he's not -a normal person - (Teresa, 
19/10/00). 
If the first incident (I ) to the observer has the same meaning as incident 2 to 3 then the concepts 
are merely called again this operation is called "calling" in the Laws of Form : "the value of a 
call rnade again is the value of the call. " 
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Figure 10. The application of Luhmann's mode of observation to the communications of 
psychic systems concerning the meaning of oral health related quality of life: Axiom Two 
Concepts I to 3- unnatural perfection related to the following incident: Axiom 
Two 
Incidents 1 to 3 e. g. "... her teeth look almost too perfect... 
And therefore they might not be her natural teeth... " (Fred, IM 0/00). 
Concept 2- Perfection as natural 
Incident 4 "They look natural and they're a very integral part 
of a very pretty. face "(Helen, 714101). 
Here incident 4 is different to I to 3 and an operation called a cross takes place as forniallsed in 
the axiom: "the value of a crossing made again is not the value of tile crossing This leads to a 
change in the value of the concept C this is noted in merno I as follows. 
Memo 1: C2 varies in the following ways: 
Incidents I to 3 suggest that teeth are too perfect and therefore unnatural and false. 
Incident 4 observes perfect teeth as 'natural' to give heath teeth a positive meaning. Therefore 
6natural' can symbollse positive and negative Judgements about personal characteristics on the 
basis of the appearance of one's teeth. 
Difference in naturalising 
This process generated a comprehensive list of descriptive categories that showed many 
common themes such as naturalising, commodifying, distrusting and denigrating but 
also wide variations in the meaning of oral health and how it related to qUality of life 
across the sample. There was sorne similarly within each of the groups. For example, 
those planning to visit the dentist also made statements that suggested that they held 
high expectations outside as well as within the topic of oral health. The group not 
planning to visit the dentist tended to produce accounts which were aimed at 
maintaining quality of life (though not in the sarne terms) which centred around 




inese tnemes may appear to be those that one might expect, t7 they , vere one of man% that 
were significant for the developing theory 
The themes outlined in the methodology sensitised the process of data analysis. The 
person as a psychic system was observed as an autopoietic system with all else as 
environment. Likewise the researcher observer was seen as an autopoietic sN"stelll usiilg 
certain rules of method to generate conceptual i sati ons of her observations of the data. 
The result was an emergent communication, a grounded systems theory. 
An autopoietic system reads of communications only what is pertinent in terms of its 
existing structure that it matches in some way what it already 'knows' and expects. A 
picture of a model's teeth might mean 'beautiful' to one person, while unnatural, 'not 
for me' or remain unnoticed by another. What it means is dependent on that persons 
existing expectations; the meaning is not imposed upon the person as though that person 
were a blank slate. Knowing, making meaning, is a constructivist process akin to the 
nativist cognitive perspective which places the emphasis on the Nvay the mind interprets 
incoming sensory information (Cleitman, Fridlund, & Reisberg, 1999). Hoxvever, the 
methods used here focus on the interface between the 'psychic and social' rather than 
purely on psychic systems. 
As demonstrated in Figures 9 and 10, Luhmann's use of distinction theory allows us to 
formally specify how the communications were read. This process in grounded theory is 
currently termed the concept indicator approach and forms the basis of what Glaser 
(1978) calls the constant comparative process. To date Glaser has not formallý' 
demonstrated just how the process of constant comparison of data incidents actuallý' 
works. This thesis advances the method by demonstrating how the distinction theol-y ot' 
Luhmann can logically guide the process of emergence. 
The participant's observations were designated as 'first-order observations' such as the 
idea that healthy teeth may be too perfect and therefore false, for example. When all 
observation is made a distinction is made which marks something, and 
leaves all else 
out such as the perspective that teeth may , vell be both natural and 
healthy. What is left 
out may be considered latent, at least for the time 
beino. When the researcher observer, 
in coding (making distinctions), 'marks' commonalties and variations. 
lie or she i,, 
makino second order observations of the participants' 
first-ordcr observations. I'lic 
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researcher has a part I ially privileged view in that she sees . Nhat they observe and, when 
compared across the sample, a picture of what is also not observed. However, researcher 
observers are inevitably first-order observations to a further observer (the person 
reading this thesis, other sociologist or maybe even dentist observers) and are subject to 
the same latencies. The continual rigorous coding builds up an albeit descriptive picture 
of variation across the sample in terms of what is important to some and not to others. 
In the example given, the various distinctions were summarised generating the concept 
cnaturalising'. The ultimate aim was to search for core distinctions and to discover how 
these operate to dominate and organise other distinctions. 
While the observer researcher can see some of what the participant cannot see, he or 
she also makes distinctions which mark something from all else, producing inevitable 
blind spots in the analysis. In this way the observer researcher is simultaneously a first 
order observer of the type social scientist. Other observers who might infer different 
things about what the researcher has and has not seen as the thesis is constructed can 
observe the communication (the thesis). This would be termed a further third level of 
observation and it would be important to mark that what the researcher does not see was 
in some ways reflexivity dealt with through reflection and in triangulation with other 
researchers. The processes outlined here were, for example, continually discussed at 
length with the researcher's two supervisors. 
The analysis so far remained within the first stages of building grounded theory. First- 
and second-order observations are not necessarily produced from different observers. 
Often the participant will look back at something he or she said (in a conscious or 
barely conscious action) and observe what was previously observed and either 
operatively "confirm" or "adjust" what was said. This second operation concerns the 
second law of calling: "Axiom 2 the law of crossing - The value of a crossing made 
again is not the value of the crossing" (Spencer Brown, 1969: 
2). This type of incident 
occurs when the researcher observer re-enters a previous 
distinction (concept in 
grounded theory) and the re-entry changes the value of the 
distinction by adjusting the 
meaning of the code. In the latter stages of analysis these 
incidents were termed 
'Replicating' and 'Adjusting'. 
Replicating and adjusting incidents were often triggered 
by conflicting perspectiVes 
observed by the researcher. That latter stages of 
the construction of this grounded 
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systems theory developed through comparative observations of categories or. in Spencer I 
Brown's terms, indications and their relations. These observations where conducted 
whilst following the basic axioms of observation outlined by Spencer-Brown in The 
Laws ofform (1969). 
Developing dimensional concepts 
The preceding codes/indications generated dimensional concepts that represelited the 
psychosocial and material context which, on one hand guided the margins of rele\'allce. 
and on the other,, was generated through the constructing of the margins of relex-alice. 
Systems theory is ever circular. This context was already appearing in the cateilories 
that emerged in the early open coding stage. What the researcher observer also reallsed 
was that what at first appeared to be a range of loosely related concepts were indeed 
dimensions of meaning and a one dimensional concept could contain v"'itliiii it a i*aiioe 
of contrasting meanings. 
In Figure II each of the arrows represents observational operations. When the 
researcher observer observed concept versus concept she would either confirm that the 
indications where 'identical', that is they referred to very similar things, 





the result was that they would be combined into one or other of the indications. 
This is 
equivalent to Axiorn I and resulted in a collapsing of the indications and their 
associated memos into one another, such as that of naturalising. 
I-lie change, for 
example, perfection as good to perfection as unnatural, as a negative comment, 
differs. 
However, tile two can be accommodated under the concept ' naturalising'. 
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Positioning of 
Unnatural Perfection 
NaturallsinL, II NaturaBing 
Figure 12. Illustration of how "condensation" of indications occurred to produce 
distinctions (dimensions) 
Figure 12 illustrates how the operation of comparing -negative iiaturalising- to t-- cs 
"positive naturalising" did not produce a confirmation of identical ineanillcy but instead 
the researcher saw that people where adopting "positions" in relation to wlietlier the 
teeth and the mouth were natural. In this way the two concepts were collapsed into a 
new concept called "Positioning of authenticity". This operation can be designated 
from the Laws of Form as "condensation" (Spencer Brown, 1969: 5). Wilell these 
condensations began to emerge the researcher began to think about the theoretical 
properties of how the core distinction varied (Glaser, 1978). It was decided that eacli ot' 
the concepts that ernerged through the processes of confirmation and condensation Were 
dimensions of the how the meaning of the core distinction varied. 
In a further example, the category 'commodifying' could mean that oral health and its 
related products could be bought and therefore provide increasing access to a desirable 
product or state of health. However, for other participants, the same category was 
articulated in negative terms, suggesting extortionate prices, inaccessibility, and 
exploitation. The subsequent confirmed and condensated distinction was called 
-positioning of commodity". 
The dimensions thus represented contrasting but not dichotornised meanings. The 
meanings could range from strongly negative in one direction to strongly positive at the 
other. It was fi-om within these different meanings that the 'contradictions' occurred. 
The different perspectives could be observed on the same dimensions, across different 
dimensions or dra,, N, -n from both within and outside the dimensions. 
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The emergence of the core category/core distinction 
Following the open coding phase the grounded theory method alms to detect and 
facilitate the emergence of a core category. This is remarkably similar to Luhmann*s 
approach to the application of systems theory which also seeks a core distinction. In 
order to combine these two approaches the core category is termed a 'core distinction*. 
The core distinction in this theory is the one distinction. which served to organise and 
dominate all of the other distinctions which emerged as people talked about their oral 
health related quality of life. 
The emergence of the core distinction is a difficult process because the researcher 
observer is buried in codes and it can often be very hard to step back and s-cc '. N-hat basic 
distinction would help to synthesise each of the emerging distinctions. The theoretical 
distinction has to fit all of the emerging substantive distinctions and it must also \%ork. 
That is, it must help organise the distinctions in such a way that the recombination is 
true to the meaning of the bank of memos so far generated. The researcher observer 
often has to try out various ways of theoretically organising the substantive distinctions. 
These efforts can often fail because somehow the substantive distinctions just do not fit 
the configuration being tried. For example, in this study the researcher was initially, 
inspired by one of the early indications, 'awareness', and she was sensitised to this 
through reading Glaser and Strauss's (1965) 'awareness contexts). Indeed as the 
researcher observed the participants' communications they appeared to be gUided by 
certain degrees of awareness of oral health. 
The use of awareness as a core theme was satisfactory until it was realised that the term 
awareness had a normative effect. Put simply, in stating that one participant was highly 
aware whilst another was less axvare, I was bringing additional meaning to \ýhat the 
participant was saying than was helpful or intended. Awareness introduced an element 
of judgement that, for example, suggested that some people -were more ignorant diaii 
others concerning the role of their oral health. 
Whilst not a category at this stage it was realised that all of the communicatiolls ceritred 
on relevance. What was observed was only observed and given the status of meanim', if 
it was relevant to the participant in other ways. 
These *other ways' could be seen as the 
context in w-hich the obscrvations were embedded as 
depicted in the dilliellsions. Again, 
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triere is some circularity here and indeed some comments were triggered by other 
comments which in turn triggered others, generating the context, while at the same time 
illustrating the same. For example, in commenting on the importance of oral health -I 
think teeth are very important. You've got to make yourself look lovely and nice... - 
(Margaret, 4/4/01), a context is produced that confirms this for others while generating 
a climate in which still others may be subject to exclusion. If oral health becomes a 
moral imperative, those who do not have it are devalued. Indeed, those who cannot 
acquire oral health become a 'failed consumer' (Bauman, 1998). 
The core distinction emerged from this observation of 'relevance'. It could be seen that 
as the participants 'marked' what was relevant, they were marking or drawing a 
boundary around what was relevant in terms of oral health for them, and leaving out 
what was not. This process was termed 'Constructing the margins of relevance'. When 
one participant disregarded the appearance of his teeth (and later spoke of them in terms 
of a tool to be used), he was marking his oral health out as relevant in terms of eating, 
but irrelevant in terms of appearance: 
"I've never worried about the looks of them. I've never been terribýy 
concerned about what people think of me ftom a looks point of view 
(Geoff, 24110100). 
"But it's just for the mechanics of the thing that Id want to have perfect 
teeth. Notfor cosmetic reasons" (Geoff, 24110/00). 
From what they said, not all participants had access to the same meanings and 
possibilities through which their margins of relevance could be constructed. For 
example, another participant indicated that not only was 'appearance' as a meaning not 
for him, but neither was access to a dentist either in material or meaningful terms: 
"I went to one and ah they couldn't put me on their books so I thought 
'Ah bollocks to it' and don't bother... They're all private now. Ones that 
aren't - they're fully booked up... (Boots, 
25110101). 
Depending on their psychosocial and material environments, they each had access to 
their own 'horizon of possibilities', a phrase which was borrowed 
from phenomenology, 
an important factor in the epistemology of systems theory. 
In this way these borrowed 
concepts 'earned their way' (Glaser and Strauss, 
1967) into the theory. 
The above observation of the horizon of possibilities relates 
directly back to the 
generation of the dimensions outlined. Grounded theory 
is an iterative process whereby 
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Clitterent aspects of the theory are generated simultaneously. Likexvise. systems theorv 
views the generation of communication, in this case this thesis, and the orowided Zý 
systems theory as a recursive process. The description of the method used in this thesis 
demonstrates the recursivity of theory building communications. That all of the initial 
categories either fell into a dimension that represent a range of contrasting rneanings. or tý 
its properties, provided a picture of the social structure in which the inargins of 
relevance were constructed. It also demonstrated the production of the social structLire 
and the effect it has on the way people experience their oral health. In other words tile 
ways in which the social structure affected them was "copied into" their description', 
about how oral health related to them (Fuchs, 2001). The process of constructing, tile 
margins of relevance thus contributed to the dimensions, that is, the social structure in a 
self-renewing autopoietic cycle. 
To follow is a summary of the important relevant tenets of the methodolopy follo%\ed L- I 
by the results including further examples of the manner in which the methodology 
allows for the investigation of the interface between psychic and social systems. 
5.1.7 Summary 
As a methodology, systems theory, together with grounded theory, has provided a series 
of assumptions, methods, and sensitising concepts for the development of this studý'. 
These can be summed as follows: 
Methodological assumptions 
Radical constructivism holds that meaning is emergent. Not only does the theorv 
posit that meaning emerges, but that the theory developed in this tfiesis has emerged 
from open coding, to conceptual i sation to the emergence of the core category and 
finally the written up theory of communication. 
The theory was thus produced in the spirit of discovery rather than the testing, of a 
preconceived hypothesis. 
Autopoiesis (as applied to social systems): systems recursively reproduce 
themselves through their own operations independentlY of their environment and 
they continually refer back to their previous communications in order to (-, I%, e 
meaning to events (King S: Thornhill, 2003). Z-- 
Sysicm, 'Ctivironnient distinction: systems and environments are separate but co- 
determine each other. 
CO-(ICIL'I'Mincition: Systems and their environments are co-determining, neither 
dominates tile other. Therefore individuals do not construct society and neither are 
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tney constructed by society. The txN-o generate each other producinu emer, -, ent 
communications. 
There is no assumption of inter-subjectivity. Psychic systems are autonomous. What 
is found meaningful from people's communications are only what is relevant to 
individuals. 
The above assumptions mean that the theorýý in this thesis developed without the 
researcher privileging either the individual or the social impact on what nleallings 
were made of oral health. The theory was co-determined bet,, N-een the 
conceptual I sation of the researcher and the data. This interactive process was 
recursive in that each emergent concept and meaning built on the other. 
Horizon of possibilities: people are constrained by the limitations of the range of 
communications that are relevant to them. 
The dimensions illustrate this assumption while at the same time demonstrate that. 
together with the environment, people are not only constrained by, ha\'e an impact 
on their own and others horizons of possibilities. 
Meaning: should not be seen in terms of the tube metaphor - that a communicatioii 
a piece of information generated at a point and 'sent' through a conduit and delivered 
in its complete form to the receiver at the other end. Meaning is not sent as a 
package. For autopoietic systems (psychic or social) the sending of a message does 
not guarantee that it is heard. 
In this case the theory emerged on the basis that meaning was 'constructed, it did 
not appear as a pre-existing 'truth'. Further, meaning that was made v"as dependent 
on peoples expectations, was what relevant, hence the 'margins of relevance'. 
Meaning as distinction: meaning is produced from a distinction made as opposed to 
what is not. As autopoietic systems, psychic and social systems only observe those 
meanings that are relevant and these are contingent on the existing systein's 
expectation structures. Meaning thus depends on what is observed or distinguishcd 
from a horizon of possibilities. 
This assumption supplied the notion of latency, as what is not found meaningful 
when a distinction is made. At the same time, the distinctions made between 'this' 
and not 'that' were termed 'margins'. 
Method 
The Laws of Form: this method followed the axioms of the Laivs of Form in the 
analysis of the communication as Luhmann has done in his own texts. This is 
congruent with the coding techniques of grounded theory, i. e. the constant 
comparative analysis. 
The pi-inciple Qf the cot-e organising distinction: this is cong 
i 
ruent with the core 
category in grounded theory but operationalised through distinction theorý'- It Is 
therefore a specific form of categorisation and thus a modification of classic 
grounded theory. 
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Paradox: the concept of paradox which runs through Luhmann sensitised the 
researcher to the likely contradictions that would emerge as people talk about their 
oral health related quality of life. Different perspectives frequently conflict leading 
to the assumption of paradox, i. e. equally valid but incongruent statements. Using 
the principles of the calculus, Laws of Form, 'truth' and 'reality' become emergent 
linguistic 'realties' rather than a point for point material reality. 
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6 RESULTS 
6.1 INTRODUCTION 
This study demonstrated that the ways people speak about oral health varies bemeen 
and within individuals. What emerged in the data analysis . ", ýas that people were 
constantly concerned with talking about the relevance of oral health for them. The 
relevance of oral health varied between people and could change over time. Tills 
variation could in turn affect assessments of oral health related quality of life. Tile core 
distinction, 'Constructing the margins of relevance' (of oral health), was the social 
psychological process of marking the relevance of oral health for someone. As the col-e 
distinction the 'margins of relevance' was a matter of degree N-arying from a 
hypothetical extreme of 'super- re I evant' to 'not relevant'. Neither extreme was 
considered superior to the other and indeed both extremes of the scale were considered 
potentially equally problematic. 
Talk about the relevance of oral health was organised around the ""arious positions 
which people could adopt on each of seven dimensions. The position adopted on each 
dimension indicated something about the degree to which oral health was either super- 
relevant or not relevant while at the same time illustrated and generated the context in 
which relevance was constructed. For example, a lack of confidence in dentistry was 
associated with statements about oral health having lower relevance whereas, on the 
other hand, a characteristic of oral health being super-relevant was a greater degree ot' 
trust in dentistry. It seemed that different positions with respect to each of the different 
dimensions of talk about oral health could combine to indicate a greater or lesser degree 
whether oral health was relevant or not. 
The margins of relevance were never stable, they were always in the process of 
construction, and not all positions adopted by a person on each dimension \vere 
necessarily compatible. As people spoke about their oral health they would quite oftell 
see contradictions in both their owii and others perspectives. Since the cornmunicatioi-i 
around the relev. -mce of oral health was organised into these seveii dimensiolls it ýva's 
common to find that a person's position on one dimension n-iight contradict their 
position on another dimension. ýVhen confronted with such contradictions the inai-Lins 
of rclevance could be replicated or adjusted. Adjustments to the margins of relevailce 
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could occur either cumulatively or abruptly. These contradictions were the core 
mechanism for the process of setting the boundaries of relevance. There were txvo types 
of effects brought about through contradictions: contradictions could act as a realitN. 
check, stabilising the margins of relevance, and they could act as a catalyst for change. 
Constructing the margins would therefore require a continual process of negotiation 
between different and conflicting perspectives. Constructing the margins required 
people to draw upon and consider the other perspectives that they could adopt (if totally 
free to do so) and compare these with their own. 
The purpose of this study was to discover how people form and change their ideas about 
oral health rather than to make value judgements. For a description of participants see 
Table 2. Professional values and oral health imperatives are referred to as 'Dentistry'. 
The core theme 'constructing the margins of oral health' is first explained before the 
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Table 3. Definitions ofprocesses 
Constructing the margins of oral health: the process of marking the relevance of oral 
health for a person. 
Dimensions: various components which were talked about in the interviews which 
reflected the horizon of possibilities that surrounded a person's talk about the relevalice 
of oral health for them. 
Horizon of possibilities: the range of potential meanings which oral health can have for 
someone. The horizon of possibilities outline what possible relevance oral health might 
have for someone. 
Contradiction: the observation of different opposing or incompatible perspectives. 
Replicating the margins of oral health: the countering of contradictions by supporting 
the existing margins of relevance. 
Adjusting the margins of oral health: testing and redefining the margins of relevance. 
Cumulative adjusting the margins of oral health: an adjustment in the margins of 
relevance which builds on previous adjustments in the margins of relevance. 4 
Interrupted relevance: an abrupt change in relevance which has been induced by 
dramatic changes in a person's circumstances 
The data analysis delivered a number of codes, some of which are defined in Table 3. 
Re s uits 
6.2 UONSTRUCTING THE MARGIN'S OF ORAL HEALTH 
The core distinction 'Constructing the margins of relevance' (of oral health) reflects the 
main concern that participants had marking the relevance of oral health in evcrý-day I ife. 
Constructing the margins of relevance was a communicative process. What the 
participants said indicated what was relevant as he or she negotiated the different 
perspectives which could be adopted. The concepts of constructivism, autopoiesis and 
distinction theory (Section 3.10) sensitised the researcher's observations dLirin, -, this 
process. The participant was conceived as an autonomous system selecting thrOL11-111 
communication what was significant about oral healthfor him or her. The emergence of 
what was selected as real for them was constrained by the nature of their relationship to 
their environment. This relationship could be observed in how it was -copied in to" the 
way in which they talked about oral health. The person in this analysis should not 
therefore be seen as the same as an autonomous individual in the classical sense. 
In terms of distinction theory, the 'margins' are the boundary, or the actual distinction 
drawn that marks out something and leaves all else out allowing for the emergence of 
blind spots. The person cannot see the other side of the distinction or what was excluded 
by his or her indications. This implies that people select one side of a distinction with 
which to operate, this is termed their indication, they then operate according to this 
indication. In this study they would do this by making indications by communicating 
about various aspects of their oral health as it related to their everyday life. 
The early stages of data analysis as outlined in the methods section were concerned with 
simply marking the indications being observed as they spoke. The purpose of data 
analysis was to constantly compare each of these indications noting how they varied and 
related to each other in memos. The operations at the heart of this constant COMParative 
process have been outlined in the methods section. These operations follow the same 
formal method of observation prescribed by Luhmann (1999), adopted from Spencer- 
Brown (1969) and which has long been intuitively used in grounded theory. In melding 
systems theory with grounded theory the goal of the constant comparative process \\as 
to both simultaneously discover the distinctions which Nvere being used by all 
participants when they talked about their oral health and also to discoNer tile core 
6organising' distinction. The discovery and emergence of the core distinction was 
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intended to establish how it operated to dominate and organise each of the other 
distinctions. 
In this study relevance vaned as people talked along seven different asl-)ects of oral 
health. These were termed dimensions because as distinctions theý- operated 
simultaneously to explain how the margins of relevance varied. They were also called 
dimensions because as they emerged they related and fitted the margins of relevance 
better. The decision to call them dimensions was developed in consultation Xvith 
grounded theory method. The 'Dimensions Family' is one of eighteen coding families 
suggested by Glaser (1978). They are not so much prescriptive as put fonvard to 
sensitise the theory building process, to demonstrate the possibilities open to the 
researcher. The goal in this coding family is to divide the notion of a whole into parts. 
A categories is not necessarily a sharply bounded or static object. In this thesis the terni 
is used to emphasis the way similar ideas can graduate bet-iveen \, ery contrasting 
meanings rather than fall into sharp dichotomies. As has been suggested, a dimension 
such as Positioning of character can contain a range of meanings from admiring to 
denigrating: "He's hunky dory isn't he? " (Margaret, 4/4/01) to "... he's a tart isn't he"" 
(Boots, 26/11 /00) . 
The extent of relevance lay on a hypothetical spectrum from super-relevant to not 
relevant. Super-relevant described a state where the significance of the mouth extended 
to concerns over personal appearance, being able to smile, comfort, and the 
consequences this had for psychological well-being, social and organisational 
interaction. For example, when oral health appeared to be super-relevant it would be 
talked about in relation to how it could provide the ability and confidence to find a job, 
or gain access to resources such as education and health. It could also include positiVe 
experiences of accessing dental services. Where oral health was much less relevant the 
mouth would be become relevant only if there was discomfort or difficulty in eatnio It, * 
As stated, on one hand there was no real 'choice' in what the margins of rcle""ance 
could be, and on the other, blind spots or latencies which had been (generated in the 
process of observation and communication eventually further constrained the margins 
of relevance. Oral health could have had a range of potential meanings for each person, 
defined here as a 'horizon of possibilities' consisting of available perspecti'%'Cs on oral 




ucinistry, ine mass meclia, other peopleýs opinions, as xell as competing ideas with 
which they also identified. The person was therefore seen as an autopoietic sv-Steill 
structurally coupled to his or her environment. This suggests, that the person was not 
constructed by their environment as in some forms of social constructioni sill bLit that 
there was a continual interaction and negotiation between the person and their 
environment. 
Constructions of the margins of relevance mark what is relevant and exclude A, -hat is not 
from the range of possibilities which a person sees in their em-ironment. As a gerund. 
the term 'constructing' indicates both the creative and processual nature of what they 
were indicating about what is and is not relevant. It is their way of talking about what 
their oral health means to them in their everyday life. For example, in constructing tile 
margins of oral health one person may develop a position which values the comfort oral 
health can provide them whilst at the same time arguing that oral health is not important 
for the way they look. Such a person may do so by relating appearance to 'frivolous' 
cosmetic dentistry. Another person however may talk about appearance to the extent 
that they felt dissatisfied unless their teeth measured up to their perspective on images 
they might have seen in advertisements. The expectations and the contexts in which 
people live were intimately connected to the available horizons of possibilities which 
they were able to have concerning the meaning of oral health. The contexts in which 
people live were therefore likely to constrain the relevance that oral health would have 
for various people. 
6.2.1 The Margins of relevance 
As stated previously the margins of relevance is a core concept which is a matter of 
ILI C degree. Super-relevant talk about oral health was often talked about in holistic larip (_ 
with oral health relevant to the whole of everyday life. It was integral to a person's 
interaction with the physical, psychological and social domains of their lives. Margaret 
had decay in her lower front teeth and was waiting to have thern restored. In justifying 
her treatment she demonstrated the ways her oral health , vas not only crucial to her 
psychological and physical well-being but how consequently, it also affected her 
relationships: 
"It makes you happier, if you're happy inside, vou live longer. )our 
whole scýf ifyo u. /eel right, cause if youre happy about Yoursclj) -ou're 
not stressed out. )'oil know, you're inore relaxed, more happy, vou know, 
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and the more happy the children are, cause you're hqpjýv, it shines on 
them " (Margaret, 4. '4101). 
Margaret's statement suggests that she expected positi-., -e results from a good state of' 
oral health. This illustrates an important point. When a person like Mar(2aret makes such 
an observation they are making an indication which is based on an underiving 
distinction (which in the early stages of data analysis is yet to be revealed). As 
suggested in the Methodology, every distinction marks something and leaves all else out 
so generating latencies - unobserved aspects of meaning. Thus, at the same time 
Margaret makes a distinction she excludes other possibilities for herself. This may or 
may not be positive but is nonetheless an unavoidable part of the process of making 
distinctions. Statements like the one Margaret made can also contribute to the 
environment of others, and indeed in some cases this can unwittingly provide tile 
conditions for social exclusion as illustrated in the following example. 
People would often focus on the ways oral health could affect their psychological well- 
being and the impact it would have on their ability to get on in life. Helen had had a 
broken eye-tooth repaired. She linked the way she felt about her physical health and 
appearance to her self-esteem how that affected social interaction and her ability to 
succeed in other areas of life: 




fecting your reception by other people and you are isolated because of' 
that - or you. feel isolated because of that... that has an adverse qftýct on 
your quality of 1ýfe - which in turn - has a devastating qffect on your seif- 
esteem. And having a low self-esteem affects your life chances. 
Because... if you have a really low seýf-esteem - often there is a mindset 
that -I can't do that -I wouldn't be able to do that" (Helen, 20110`0 1). 
The social relevance of oral health was further indicated through comments about the 
acceptability of people's teeth and how people could be socially included and excluded 
as a result of their teeth. It underlined the bearing that the mouth had on social 
interaction including the ability to find a job. Jason pointed out the way the condition of 
a person's mouth might hinder job prospects. In particular he noted that people might 
base their assumptions about a person's character on their oral health status: 
- That would set , 
vou back in job inter vie i vs... that would be a real 
disc Iý ll't II 7t(IgC ... 
I mean me personal4v that makes inc think he does17 't take 
care of'himscll, , he'S a bit careless. I would sav he um't get manY sorts ol 
Jobs, which is bad when vou sm, it's because ol'hi. s- ic, eth, but that is 
basicalli, the way it is. I think it is in this socic, ty - (Jason, -'S'5/01). 
RL, ý ulrý 
The holistic properties of talk about oral health which indicated its super-relevant nature 
contrasted sharply with a significant body of communications which were concerned 
with negating the significance of the mouth. In such communications the rele% ance of 
the mouth was limited by claiming that the person was not part of. and therefore 
immune to, social pressures. Some simply said that they did not care what others 
thought. Geoff s teeth were broken and decayed but he said he was not bothered by their 
appearance: 
"I've never worried about the looks of them. I've never been terribýv 
concerned about what people think of me ftom a looks point qfvicit, 
(G e off, 2 4110/0 0). 
In the above example, Geoff marked the boundary between what was relevant for him 
and what was not. What was outside the boundary was left unobserved. The act of 
blocking certain meanings can be seen as the formation of a structure that can serve to 
guide further observations. Structure is in this sense both structure and process. It is not 
static but nevertheless has the power to affect the way a person obsen, cs. Again in the 
following example, Barry indicates that oral 'health' is outside his margins of relevance 
and is thus not for him. He had a missing front incisor but used another health problem 
as an analogy to demonstrate that there was no reason why he should have to take notice 
of others opinions: 
''I mean I suffer through eczema. Covered in it. And - j, et 
it don't bother 
me. I don't have to look at myseýf It's other people it bothers - (Barry, 
27111100). 
A property therefore of the non-relevance of oral health is the negation of social impacts 
or aspects of oral health. Another property of non-relevance was to value the mouth 
only in functional terms; as something for biological purposes. as a 'tool' to be used for 
eating. One participant said "I think its, they're just an object really. It's just like a 
filling. I've never thought about it before really" (Da,,,, e, 24/3/01). Geoff who had N'isiblý 
broken, decayed and missing teeth, said he was aware that his teeth gave his face a 
particular appearance but reduced the importance of his teeth to eating and chewing: 
IJ 77en I try and smile i0th m, i, mouth open like these people do, I. /Cel 
like Im snarling at people ... 
But it's just for the mechanics qf the thing 
that Id ii-ant to hai, e peýfect teeth. Vot for cosmetic reasons " (Geojj, ' 
241000). 
Results 
A charact I enstic of the non-relevance of the mouth vas moral tales. For example. that it 
was wrong to spend so many resources on ones appearance when other people were 
unable to maintain a minimum 1unctional' level of health and comfort. Fred was 
surprised at how much people spent on the appearance of their teeth and noted that: 
it ... pensioners are not given any help at all unless they're povert. 1- 
stricken ... And once people are over sixty-five they could siiffer a lot ol dental ill health because of lack of money to pay. for it " (Fred, 19 10 0 1). 
Other communications would state that it was simply foolish to show too mucl-i conceril 
for teeth I don't really have a neurosis over it" (Jason, 20/10/01) or still others XNould 
trivialise oral health by comparing it with claims of need deemed more pressing. Jason',,, - 
two front incisors were both broken. He said he ought to have them repaired but had 
conflicting desires and limited resources. Therefore his oral health was of limited 
importance and was therefore juxtaposed against more pressing or practical needs: 
"Cause I'm paying something like eight hundred pounds something a 
.f going on - out 
therc - month at the moment and I think with all this stqf 
and possibly being out of work, that thought scares me. So I really can't 
think of the frivolous things at the moment like, ah, doing my teeth 
(Jason, 20110101). 
Such comments indicate deep influences on communications concerned with avoiding 
the relevance oral health. People who are constructing or marking oral health as not 
relevant to them have to actively maintain their stance in the face of other perspectiVes 
which see the mouth and oral health as being of primary importance. Jason for example, 
both acknowledged and trivialised the ways the oral health might affect people's abilltv 
to get on in life. Termed 'contradictions' these conflicting meanings would typicallý, 
prompt further comments which would in turn lead to either replication or an 
adjustments in the margins of relevance 
about oral health is highlighted below. 




Constructing the margins of relevance is a communicative process which produces 
indications of the relevance of oral health for someone. Indications of the mar(gills of 
relevance were articulated by adopting 'a position' with respect to seven dimensions of 
the relevance of oral health: Positioning of the norm, Positioning of attribution, 
Positioning of dentistry, Positioning of accessibility, Positioning of con-inlodity. 
Positioning of authenticity and Positioning of character (see Figure 1-3)). 
These seven dimensions represent the other side of the interface between psychic and 
social systems. As people spoke about their oral health, what first emerged as a loosely 
connected range of categories, demonstrated the context in which people marked their 
margins of relevance. These concepts emerged from the early in vivo codes through 
the operations outlined in Spencer Brown's (1969) laws of calling which are 
compatible with the coding techniques of grounded theory. This lengthy process 
generated a comprehensive list of descriptive categories that showed many common 
themes but also a wide variation across the sample. 
Each category, such as for example the 'naturalness' of the mouth, contained withill it 
a range of potential meaning. 'Naturalness', for example, could be articulated to 
describe either a positive or negative aspect of oral health. A healthy mouth could be 
described as unnatural or nice and natural looking. Each could be represented as a 
dimension that contained a contrasting range of distinctions and their properties, each 
in turn indicating something of the degree to which oral health was super- to not 
relevant. This not only provided a picture of the social and material structure in which 
the margins of relevance emerged, it illustrated how the production of such structures 
might emerge. The dimensions thus demonstrate the social structure in which tile 
margins of relevance are formed in a self-renewing cycle. 
The act of indicating one side of one of the dimensions was a constrained and acti% c 
process. In order to indicate that the researcher felt they were observing a process the 
act of making such a selection was given the neutral term 'Positioning'. The term 
needed to be neutral as the process was mediated but not determined by the diniensioiis 
alono which the indications Nvere being made. L- 
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i ne position someone adopted with respect to each of these language codes indicated 
something directly concerning the margins of relevance of oral health for that person. 
For example, most people talked about dentistry as a commodity but this talk could be 
framed in either positive or negative terrns. They have either embraced or rejected the 
notion that 'health' or 'changed appearance' could be 'bought'. The use of the code 
'dentistry as a commodity' therefore meant something very different to difteront 
people. People were unable to avoid taking a position on this dimension. This 
dimension therefore emerged as important in the process of constructing the margins 
and was conceptualised as the process of 'positioning of commodity'. People who 
embraced oral health as a commodity tended to indicate that their oral health was more 
relevant to them. 
'Positioning' therefore refers to a selection of the relevance that a particular dimension 
of oral health had for the person. This selection could only be made from within a 
person's horizon of possibilities. The horizons of possibilities w-ere definite boundarleS 
surrounding whether or not a particular position on a particular code could be adopted. 
Through this constant process of selection and communication in the inter, 6ews tile 
margins of relevance of oral health gradually emerged. For example, to a greater or 
lesser extent there are oral health resources, including dentists and products which some 
people perceive can be purchased in order to maintain a healthy mouth. 
Communications concerned with the code of accessibility were termed 'positioning of 
accessibility'. The degree to which people were able to adopt a position would typicallý- 
prompt further comments. These would in turn lead to either replication or adjustments 
in the margins of relevance. 
Whether the resources for good oral health were accessible depended on a range of 
factors including economic resources, the place people lived, knowledge and the 
confidence to request help if it is needed. As a code it had different properties to 
positioning of commodity which was more binary. Positioning of accessibility itself 
Nvas a matter of degree with people positioning oral health resources somewliere 
between completely accessible and completely impossible to obtain. The emerging 
position on a particular code related closely to the person's margins of relevance. This 
study is therefore a study of the processes underlying how the margins of relevance 
emerged during considerations about oral health. 
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6.3.1 Positioning the norm - health - disease 
'Positioning of the norm' concerned the degree to ýN, hich people talked about the 
experience of oral health and oral disease. This dimension originally emerged when the 
descriptive concepts "oral health" and --oral disease- were compared with each other. 
Following the observational rules outlined in the data analysis section of tile method it 
was discovered that they both related to what people 'normally' expected of their oral 
health in the context of their everyday life. There was some ,,, ariation betxN-een t%vo 
extremes where some people might expect only oral health vv-hereas others might expect 
only the impact of oral disease at the other extreme. Both "oral health" and "oral 
disease" were therefore seen to be similar but opposite indications of vei-v similar 
observations about what one would normally expect from oral health related quality of 
life in an everyday context. Following the method of data analysis (see Section 5.1.5. ) 
"oral health" and "oral disease" were condensated under a new emeroent categor\ 
termed "normal i sing" - This was later further refined and organised under the core 
category by terming it "Positioning the norm" following the sorting stage of grounded 
theory. 
When indicating their position with respect to what would normally be expected in 
relation to oral health people were indicating something quite significant about their 
margins of relevance. Oral health could be relevant to them whereas oral disease ý'vas 
not. Indeed, as will be seen, the marking of oral health as an indication on one side of 
the distinction could b lock the notion of oral disease on the other. This could lead to 
judgmental statements when disease was observed if it was assumed that disease was 
not the norm. So for example when someone who had adopted a position of oral health 
being the norm reflected on visible oral disease in photographs as in Sally's example: 
"There is no need for anybody to have teeth like that, in this country" (Sally. 6/5/01 
they had a tendency to blame the person with the oral disease for their situation. 
Conversely, while positioning the norm people could talk about the relevallce of oral 
disease. Positioning the norm Nvas achieved through the twin processes of -norrilalisilig, 
and 'negating'. First, positioning the norm , vould occur through a proccss of' 
'normallsiiio' either health or disease. If oral health Nvas considered *normal' it neariv 
alwavs bccame necessai-N Y to negate the possibility of oral disease. This implied that oral 
disease Nvas generally outside their normal range of experience. This positioning was 
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inciicatea tor example by a sense of disbelief in response to pictures of decaved teeth 
(Figure 5. ): 
Figure 5. 
"They are far too - um - horrýfic to be real... That's myfieling, it's not 
real. Please tell me it's not true " (Tom, 18151101). 
At the same time positioning the norm could also involve considering the positive 
aspects of oral health by for example focusing on its enabling properties: 
"I mean ifyou look good, you feel good and you go on and do more, live 
more. Andfeel more content. Yeah, and ifyoufeel goodyou are going to 
be happier, people around you are more responsive to you. You tire 
going to have better friends, a better social Iýfe, more enjoyment " (Sally, 
615101). 
Positioning the norm could conversely relate to making observations limited to oral 
disease. Such positioning was achieved by making comments restricted to impacts sucli 
as pain or basic biological functions like eating. When some people were asked about 
oral health as it related to their quality of life, they would articulate that oral healtli was 
relevant to them in so far as it related to disease and pain, the result being that the 
enablincy factors of health appeared less relevant: L- 
"I suppose it could have some bearing. If they were giving you 
problems, ýf you had toothache it would certainly be affecting the ii,, ay 




Anotner property of positioning the norm was the converse process of negating the 
other possibility as being relevant. In this instance positive images of oral healtli 
(Figure 6) were negated: 
75' 
Figure 6 
Well he's there to show of like... he's like - he's not like you or me when 
we sort of talk like - that's a natural smile (looking at the researcher) 
(Peter W, 19110100). 
This comment (which draws on other distinctions concerning the relevance of oral 
health) effectively negated the possibility that good oral health was a relevant 
possibility for Peter. Positioning the norm could also occur through generalisations 
about oral pain. For example, Jason indicated that he felt that only pain brought teeth 
into his consciousness and he assumed that others thought the same - the norm being 
that: "If you are in pain - because lets face it, that's the only time people actually think 
of their teeth" (Jason, 20/10/01). Peter S took the normalising process still further 
through citing cosmetic treatment as a 'sacrifice' and therefore in sorneway as 
undesirable, that 'others', rather than 'ordinary' people have to make. This view was 
made in response to pictures of people without decayed or broken teeth: 
"But then that's excusable cause that's part of their job isn't it so they're 
making that saciffiice, that choice, to go doivn that road - you know as an 
investment. for their career. But that's afine. for them but not, lbr ordinary 
people" (Peter S, 3 1/10/01). 
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or clisease suggested that for the participants the stabilised 
assumption (or expectation) was either that healthy teeth Nvere the normal evervday state 
or that healthy teeth were the exception. 
A major property therefore of positioning the norm was the wav in which it would 
constrain the horizon of possibilities for oral health. By doing so it acted as a constraint 
to the way in which changes could occur in the way in which oral health was assessed. 
6.3.2 Positioning of attribution - internal -external 
'Positioning of attribution' referred to communications in which attributions of tile 
causes of oral health or disease were made concerning either internal or external factors. 
This dimension emerged from the comparison of the original concepts internal and 
external "blaming". It was discovered that they both related to NNhat people saw as the 
causes of oral health and disease. However, some saw the causes as internal. or of their 
own making, while others saw them as external, as a natural occurrence or of others 
making. Internal and external blaming were therefore similar but opposite indications of 
similar observations about the causes of oral health and disease. Followino the method 
of data analysis, internal and external blaming were condensated under a new emergent 
category termed "attributing" and then organised under the core category by terming it 
"Positioning of attribution". 
In placing the cause of disease inside or outside ones control, a constraint for the 
possibility of relevance is constructed. So for example, the reasons for oral health or 
disease tended to be attributed to one's own diet or behaviour. Under the conditions of 
an internal positioning of attribution, the margins of relevance of oral health tended 
towards super relevance. This is likely because oral health was deemed to be 
controllable. It followed that under these conditions the horizon of possibilities for oral 
health was quite broad. In the following example Margaret reflects on the possible 
causes of her decay observing that the reasons underlying why she had experienced 
tooth decay lay in her diet. Prior to this she had articulated the relevance of her oral 
health in holistic terms: 
"And the rcason wh v all mv teeth wcnt bad is because I'm a chocoholic. 
A vcty swcet tooth, vcr 'v 
su. -ca tooth. I have a lot of sugar in in-v tea " 
(Afargaret, 4`4 01). 
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In contrast, a characteristic of communication concerned x6th mapping the external 
causes of health or disease tended to be concerned ý, vith establishin, -, the absence of 
control over one's oral health. As a result of this lack of control the man-Tins of 
relevance were somewhat constrained. Some participants blamed dentists for damaging 
their teeth while others saw decay as a disease . N-hich occurs naturally. Combined X\ith 
the normalising of disease, damaged oral health was seen as natural and inevitable. For 
example, when Shelley was shown a picture (Figure 1. ) of a man with mal-aligned and 
diseased teeth and gums she talked about disease as an inevitable process due to natural 
decline: 
"There are times when you can't help what happens to your teeth... that 
photograph there - his teeth are naturally like that through no, lault ol his 
own" (Shelley, 5110101). 
Like positioning of disease as the norm. external attribution was associated with a lo'ýN' 
degree of relevance. A combination of each of these positions could be used to indicate 
that the margins of oral health were increasingly irrelevant for the person concemed. 
Likewise, health as the norm and internal attribution could be combined as the person 
talked about oral health in order to indicate increased margins of relevance. 
6.3.3 Positioning of Dentistry - trust - distrust 
Positioning of Dentistry referred to the extent to which communications were concerned 
with articulating the degree of trust or distrust in relation to Dentistry (and dental 
products). This dimension originally emerged when the descriptive concepts "fearing", 
"distrust", "confidence", "dissatisfaction" and "satisfaction" were compared with each 
other. Clearly, they all related to different feelings and experiences of dentisti-y. Some 
were afraid of and distrusted the dentist while other were confident that they N'muld 
receive good treatment. Both impressions of the dentist were opposite indications of one 
type of observation of what people expected of dentistry. Again, following the method 
of data analysis, trust and distrust were condensated under a general category of trusting 
(or not) and this was later refined and organised as "Positioning of Dentistry". The use 
of a capital 'D' differentiated Dentistry in this context from general discussion. " of 
dentistrv. 
A property of such observations was the tendency to 'tell tales' about visits to the 
dentist. Stich tales seemed to form the basis for expectations of future visits to the 
dentist. Whilst sorne tales recounted harroxviiig experiences of going to the dentist and a 
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iack ot trust in Dentistry others recounted tales of regaining trust and mcreasin, -, 
confidence in dentistry. Thus the different stories could be subsumed under one 
dimensions of contrasting meanings. 
Trust emerged as an expressed confidence in the safet\. reliabilitY and expertise of 
dental professionals and belief in the efficacý, of dental products. It was indicated bý' 
both an absence of negative comments and apparent assumptions that treatments would 
be painless and successful: 
"What was really nice about him he was also very - um, hifOrmal. The 
other one I had had was very much the 'us and them' kind of person. 
That makes a lot of difference ... And the other thing was he would alivays 
go through what he was going to do " (Suzanne, 114101). 
Developing trust in Dentistry could provide increased confidence in turn leading to an 
expansion in the horizon of possibilities for a person Is perspective on Dentistrv and 
eventually oral health. The contagious nature of trust could therefore extend to the 
margins of relevance. For example, trust in Dentistry was associated %vith greater 
horizons of possibilities for the person's relationship with a dentist and these in turn 
were associated with greater margins of relevance. Helen had avoided having her 
broken tooth repaired for years in the belief that Dentists were unsympathetic and that 
the procedure would be painful. However, having had the tooth repaired she said that 
she was pleasantly surprised and indicated that she would go back when necessary: 
"it was painless, it was efficient and suddenly Ijust had this neit, tooth 
(Helen, 20110101). 
The converse also appeared to hold. Where communications indicated distrust in the 
dentist oral health was more likely to be considered irrelevant. The result was the 
existence of an extensive repertoire of tales of negligence or incompetence during 
treatment. Barry's experiences led to indications of both distrust in the dentist and to 
cxternal attributions of the causes of his oral health problems: 
"It's a waste of time. I should sue 'em really. I've got more broken teeth 
than bqfore... They broke some more teeth. I go in there, he took the 
filling out of that, put another in this side tivice. No. No what happens is 
he, where I needed this, needed that, he, to charge mone , vfor 
it, lie tit-ills 
out the teeth, puts a soppy filling in it, two da , vs 
later, there goes the 
filling. Igo back drills more out, puts in another filling, and there itgoo 
again " (BarrY, 2 77/11,00). 
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uistrust was indicated further in tales of excessive treatment and exploitation of 
patients. "that wasn't causing me a problem so why do I need it done9 - other than to 
make money" (Teresa, 19/10/01). Paul refused to go back to the dentist because he 
believed that in order to find a dentist who would allow him to have a crown on the 
NHS he had to compromise by allowing the dentist to make up the cost in exti-a 
unnecessary, treatment: 
"She was a woman dentist and she offered me a crown so I went. for that 
so I had a crown and - ah -fourfillings. According to one dentist I didnt 
need anyfillings! But he wasn't willing to give me a crown an 
- 1,11-a , I-so 
Pin 
afraid it went to the one who gave me four fillings. Isnt that bloocty 
amazing. Just incredible isn't it. What a bunch of charlatans!... I Fhat a bunch of - you know - respected members of the community' - Pillars o/ 
society (sic)! And they're like the blood letters of ancient days. AoI have 
no time for them, I think they're crooks. That's why I dont go - (Paul, 
4110100). 
The questioning of Dentistry as a whole and the contagious nature of the trust/distrust 
dichotomy, meant that other oral health imperatives could also be discredited and 
negated in these communications. Messages from health promotion, for exaniple, wei-c 
negated through their association with a distrusted Dentistry. Again, the positioning of 
distrust in Dentistry indicated a further dimension of talk which could lead to oral health 
having a low degree of relevance. 
6.3.4 Positioning of accessibility - choice - no choice 
The Positioning of accessibility also correlated with differing margins of relevance. The 
conditions for the margins of relevance were indicated in communications about the 
accessibility of oral health care. Positioning of accessibility was organised around tile 
distinction between choice and no choice and emerged when people's descriptions of' 
being unable to gain access to dental care and, other accounts where it was assumed to 
be readily available, were compared. Follo,, ving the methods outlined, it emerged that 
they both related to people's expectations of dentistry in the context of their e--"Ci-ý day 
life. Both viewpoints were similar but opposite indications in that they both ceiltred 
around perceived availability. The two extremes ý, vere condensated under the notioii of' 
-choice- and further clarified as -Positioning of accessibility". It was important that the 
concept covered both actual material choices and perceived choices which N\-ere ju., ýt as 
constraining or enabling. This dimension is closely related to Positioning of Dentisti-ý in 
that degrees of trust affected access. 
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wriere resources appeared read I ily accessible and a matter of choice the possibilltv t(-) 
talk about extended relevance emerged. This was indicated when sorne people were 
talking about pictures of decayed teeth. For example, Sally said she found it difficult to 
accept that oral health could be hindered through poor access to dental health resources- 
"We have dentists, and we have access to dentists. Products, toothpastes, 
toothbrushes. There is no needfor anybody to hai, e teeth like that, in this 
country ... most people can get some form of National Health dentist (Sally, 615101). 
Often an important property of communications about choice was the added use ofthe 
code of capability. Capability was organised around the distinction capable/not capable. 
Accordingly resources were not only available, but they were also obtainable. Failin(-, to 
obtain treatment under such conditions indicated something about the competence of tile 
person who had failed to get treatment under such favourable circumstances. This is 
evidenced in Sally's statement above and indicates the sorts of judgements which can be 
directed at those who somehow fail to demonstrate competence in accessing such 
readily available dental services. Such evaluations could also be achieved through 
recounting past experiences. For example, Helen said she had lacked the confidence 
(and therefore competence to access services effectively) to ask for help but that she had 
changed as a result of a new experience (reflecting on her newly discovered competence 
to access Dentistry): 
"I didn't get it done because of myftar of it all ... a 
lack of asserth, cness 
as well. I wasn't able to say 'I want this, I want this, I want this ''' (Helm, 
714101). 
Communications reflecting on the accessibility of oral health services and the 
incompetence of those who fail to access such readily available services contrasted 
sharply with communications concerned with relating the inaccessible nature of delital 
services. It follows that a property of communications relating the inaccessible nature 
of oral health services was an associated concern with expressing the constrained 
relevance of such care and indeed oral health. For example, under the experience of an 
cxtreme lack of choice, some chose to give up altogether: 
"I wcni to one and A they couldn't put me on their books so I thought 
'4h bollocks to it' and don't bother... The ' y're all private now. 
One. s- that 
aren't - theYre. ful4l, booked up... (Boots, 2-5 10/0 1). 
In summary a position of choice on the accessibility of dental services was associated 
with further communi cations concerned with indicating grcater horizons of possibilities 
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Whi IsIa" ccessing sucn treatments. These greater horizons of possibilities Nvere also 
associated with other communications indicating greater margins of relevance for oral 
health. In addition, an important property of communications concerned xvith marking 
the accessible nature of oral health, was the way in which they evaluated the 
competence of people who had obviously not accessed dental services when they 
needed to. Such judgements of competence were crucial markers of the difference 
between those who adopted a position that dental treatment was accessible and those 
who talked about its lack of accessibility. A position of no choice on the accessibility of 
dental services limited the horizon of available possibilities for treatment such 
communications were subsequently associated with further communications concerned 
with reducing the margins of relevance. 
6.3.5 Positioning of commodity - embracing - rejecting 
Dentistry was observed as a commodity across the sample but embraced by some and 
rejected by others. Positioning of commodity thus emerged when the participants talked 
about oral health and dental products as something that could be bought but they spoke 
about it in very contrasting ways. Through comparison the different descriptions that 
centred around purchasing or being exploited were condensed under the concept 
"commodifying". Commodifying concerned similar but opposite indications of similar 
observations about dentistry and dental produces which, as a commodity, could be 
"embraced" or "rejected". Following the method of data analysis (Section 4.1.5. ) the 
variations of "commodifying" were then incorporated into the dimension "Positioning 
of commodity" following methods of grounded theory. For example, new and improved 
dental technologies, cosmetic enhancement, and products were upheld, admired, and 
desired. That a healthy and/or attractive mouth could be purchased was accepted and 
welcomed. In observing a perfect white and possibly cosmetically enhanced smile, 
Margaret accepted the notion of a 'bought' mouth and aspired to have one: 
"Yeah very nice, that's it. Is that veneers? Yeah they're lovely. Id like to 
have white teeth like that. I think they're lovely, lovely teeth" (Margaret, 
414101). 
Alternatively, dentistry as a product could be seen as exploitative and therefore rejected 
as such. When some people were shown dental products such as novel toothbrushes, 
dental floss, toothpicks and mouthwashes they would often respond like Ray: "It's 
having to sell something different isn't it" (Ray, 10/10/01). The relevance of Dentistry 
was therefore challenged. A property of such communications was a concern with 
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marking it as an unnecessary product which created needs rather than meenng them: 
"there is a market in teeth, you know" (Fred, 11/10/00). Fred told a story about hoxv he 
had asked a dentist about what was the best type of toothbrush. What he found only 
confirmed his views: "he sold them himself Bloodý, expensive. far more than normal 
cost! A toothbrush is a toothbrush. All these fancy handles and things are just making 
money" (Fred, 19/10/01). In communications concerned with reducing the relevance of 
oral health the association between dentistry and commercial isation further undermined 
its relevance as a health resource: 
"I'm amazed at the fortunes people spend on their mouths ... I mean we till 
want to keep our beautiful good looks or whatever and teeth are part of 
that and we can be very exploited for that fact. I mean - you knoll, the 
advertising in woman's magazines, so people have got to fieel that 'mY 
teeth have got to look like that"' (Fred, 19110101). 
An important property of the position communications adopted with respect to 
Dentistry as a commodity, was their tendency to sustain the positioning of Dentistry as 
trustworthy and therefore positive and beneficial or untrustworthy and therefore 
unreliable and dishonest. In this latter instance Dentistry could therefore be seen as 
something that exploited the public with its unnecessary treatments and products wilile 
at the same time denying health resources to those in real need. The accepting or 
questioning of Dentistry as a commodity was contagious in that it allowed or 
constrained the horizons of relevance. 
6.3.6 Positioning of authenticity - natural - unnatural 
Communications concerned with marking the Positioning of authenticity were 
concerned with articulating the 'naturalness' or 'unnaturalness' of teeth and their 
relationship with the appearance of the mouth. Observations about what was natural 
differed profoundly for different people. This dimension thus began with comments 
either directly about the healthy mouth as the unnatural mouth, or analogies that 
indicated the same. This was done through the use of terms and phrases that indicated 
that the healthy mouth was too perfect and therefore false looking if not actually I'alse. It 
was also noticed that the same pictures of healthy teeth were described bý, others as 
'nice and natural looking. The whole theme of 'naturalness' could be used in N-el-N 
different ways to make a point, and together with the other dimensions, indicate flic 
relevance of oral health. The use of both "natural" and -unnatural- wlicre thcretorc 
obsci-\, cd as similar but opposite indications of healthy teeth as a positi\ýc or negati\, e 
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state and were condensated under the new emergent categor. y' of -natural 'sing-. To 
accommodate the different possibilities, naturalising was labelled "Positioning of 
authenticity". 
For example, a mouth could be described as attractive because the teeth appeared 
natural despite the belief that they may have been artificially improved or created. On 
the other hand, the same mouth was described as 'unnatural* and therefore inauthentic 
with a mouth full of less perfect teeth being described as better because the', ' ýN-ere more 
'natural'. Thus, the degree naturalness was perceived to be a positive attribute across the 
sample but with different meanings and consequences for evaluations about the 
authenticity of the mouth. Helen used the term to give value to an attractive mouth 
(Figure 7) and signify the relevance of the mouth for herself- 
Figure 7 
V guess that's the kind qf teeth that I would like ideally. They're not 
glistening white, they're not jumping out qf her face and saying white, 
white, white. They look natural and they're a very integral part ofa verY 
pretty. face" (Helen, 714101). 
At the other end of the scale, the same image was associated negatively with artifice and 
deenied unnatural, false, too perfect and therefore inferior. Naturalistic observations of 
teeth were pre-empted by early observations made by some participants when they 
spoke of 'fake villages', commodities, snobbery, false hierarchies and syrnbols of 
power: 
"I used to laugh 'cause I used to sce the sign advertising 'A new look at 
village life' - used to think how snobby can You get - 
it's nothing like a 
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village li/e - itsjust another housing development -I mean you say posh - 
that's peoples perception of it" (Geoff, 2411 a"00) 
"I never wanted promotion. At the college I supposed I could have il'I 
trimmed my hair, dressed a bit smarter, you know - cultivated a middle 
class accent, you know that sort of thing people do ... , Vo I like teaching, don't want status " (Fred 11/10/00). 
Perfection was positioned as sign of contrived or adulterated teeth: 
"I'm not expressing it very well but its like you need some small diversion 
to take you awayftom thefact that they're not realistic - (Tom, 18,, 5/01). 
Conversely a lack of imperfection could be linked to judgements about personality and 
character. A characteristic of such communications was that signs of perfectiori II 
became indicators of a lack of character. For example, Fred linked perfection. 
naturalness and personality in his criticism of the same image (Figure 7) that Helen liýid 
described as positively natural: 
"That girl, well she's got - well her teeth look almost too peifiect. Perhaps 
she's had some expensive attention on them... I'm amazed at the , 
f6rtunes 
people spend on their mouths. And therefore they might not be her 
natural teeth and -um - Ifind her unattractive - she lacks personalitY" 
(Fr e d, II /10/0 0). 
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well at least she's got a gap between her tivo, front teeth ... assuming that 's a real person, I think she might be an interesting person '' (Fred 
11/10/0()). 
For communications concerned with considering the lack of relevance of the mouth 
naturalising supported normalising the mouth in such communications added aesthetic 
improvements were seen as not only unnecessary, but were for others - fashion models 
or the very wealthy. It followed that such improvements were not for the average or 
ýnormal' person what was significant was that they could become significant codes used 






" Oh Mr smoothy (Figure 6) - he's fine isn't he - he's had his teeth done 
obviously. Um - they're a bit too perfect really aren't they? Not natural - 
he's a model - he's not -a normal Person " (Teresa, 19110100). 
The significance of communications concerned with considering the person's 
positioning of authenticity was further reflected in their association with 
communications which further supported dentistry as commodity where a *bought 
mouth' could be superior despite its artifice, because of its natural appearance. 
Alternatively, the importance of the mouth as a commodity could be negated by 
marking it as both superfluous and unnatural. The effects of this being further 
reductions in the margins of relevance. Positioning of authenticity could therefore be 
used as a general resistance to consumption, materialism and power where perfection 
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was associated with 'expensive attention' This was indicated for example. when Fred 
pointed out that only the rich changed their appearance: 
(imost of us, except the very wealthy, put up with our skins ... onýy the 
wealthy have their lips puffed up to make them look more luscious 
whatever, ridiculous bloody rich " (Fred, IM 0/00). 
6.3.7 Positioning of character - admiring - denigrating 
In response to pictures of people with varying degrees of liealth and disease. the 
condition of the mouth was linked to a range of contrasting observations rc(-, ardin, -, the 
character of the person. Positioning of character therefore stemmed from comments 
about the character of the people pictured (Figures 3-6) ", vith either healthý, or decaý-ed 
or missing teeth. Initially concepts emerged when the man pictured in Figure 6 was 
described variously as vain, effeminate or, connected with Position of authenticit"', not 
genuine or false. On the other hand those with healthy teeth could be observed more 
positively as attractive and wholesome while a picture of decayed teeth (Figure 5) was 
treated with disgust or derision. Through comparison this varying range of concepts 
were condensated in to the two terms "admiring" and "denigrating" However, as these 
two apparently opposite concepts both concerned judgements about the character of 
people based on their oral health, these concepts were organised under the dimension 
"Positioning of character" following the rules of grounded theory. 
A person was either held in high regard and admired or disparaged, irrespective of 
whether the teeth were decayed or not. Some participants associated decayed or missing 
teeth with neglect and this negativity was transferred to the person's character. Through 
the same process of transference healthy teeth that were admired were associated \vIth 
goodness and attractiveness (Figure 2): "He's hunky dory isn't he? Yeah very nice, that's 
it. Mm. very nice" (Margaret, 4/4/01). Alternatively, the character of the same persori 
was viewed as lacking, vain, effeminate and insincere: 
"A h he's a fucking prick - he 's a tart isn't he ? Aye ?- you can see that 
straight awa ,v can't 
you. [Fay he's smiling, the false smile. He's aflicking 
- model - he loves himseýf doesn't he? He's afucking arsehole. 
I wouldn't 
entertain the geezer. That's my opinion anyway - (Boots, 26,11/00). 
Positioning of character supported both the positioning of authenticity and of'the norm 
where the character of the person was judged positively on one hand by the 
naturalness' of the teeth, and on the other, by the falseness of the teeth. The person \\as 
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seen to 'take care of himself' or to 'care too much'. supporting the rele\ance or 
irrelevance of the mouth respectively. 
Through the positioning of character. healthy teeth could also sl(-, nil'\- tile socio- 
economic status of those who hold power and exploit these evaluations \N-ould ako 
include dentists. This encompassed the positions of trust or distrust. and embracing or 
rejecting of commodity. Alternatively healthy teeth signified living proof of dentistry as 
a trustworthy system and provider of both health and a desirable commodity. 
6.3.8 Summary 
In summary, whilst people where talking about their oral health tile%, appeared to be 
concerned with communicating the relevance of oral health for them. This x\, as 
subsequently termed the margins of relevance. Communications constructing tile 
margins of relevance were organised around seven dimensions of meaning. Whilst 
constructing the margins of relevance the person was forced to adopt various positions 
with respect to each of these dimensions. Each position adopted indicated something 
about the margins of relevance and subsequently the meaning of oral health. Tile 
selections of various relevance's would potentially guide the selections of further 
relevance's,, enabling and constraining the ways in which oral health was found 
relevant. 
Where disease was considered the norm the relevance of the mouth was limited to the 
performance of biological functions. Such communications subsequently became 
concerned with the largely irrelevant nature of oral health for everyday social 
interaction and well-being. This view was supported through the various positions 
adopted on the dimensions of attribution, dentistry, commodity, authenticity, and the 
positioning of character. 
All the positions adopted on each of these dimensions had a deeplý, contingent 
character. This character resulted from first, the binary nature of the distinctions 
underlying each dimension. The result was that every observation would necessarily 
carry with it another possible meaning, this meaning would remain hidden and almost 
'parasitic'. For example, the implication that a disease fi-ee mouth was akin to the 
unnatural mouth implied that the diseased mouth \N-Lis the natural and non-nal mouth. 
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I his in turn could support the link between vieývs of the healthy mouth and the 
commodification and exploitation associated ,, vith dentistry. 
It follows from this that the contingent character of communications about the relevaiice 
of oral health was also indicated by the fact that adopting a position invokes a latem 
pattern of meaning which is unavoidable in the communication process. The conting"ent 
character of these communications was also indicated in the potentially unstable nature 
of the positions adopted on each dimension. Subsequent to this \N-as that the positions 
adopted could potentially change and shift dramatically both during and betNN-een I Z: N 
interviews. 
Despite the largely contingent manner in which communications are oroanised around 
the relevance of oral health dimensions, such as positioning of accessibIlItY, condition 
and attribution, also tended to signify the context within which other rneanings \N-ould 
be selected. The result was that constructing the margins of relevance \\ould develop 
active or passive characteristics. Positioning of character and authenticity, for example, 
were more active processes, which tended to be employed during confrontations with 
alternative perspectives. These perspectives could therefore be directly observed as 
contradictions or they could be passively resisted during the process of constructing the 
margins of relevance. 
The dimensions of communication concerning the relevance of oral health could both 
support and contradict each other. The key point is that their organisation around binary 
oppositions would mean that communications concerned with the relevance of oral 
health had great potential for the replication or adjustment of meaning. This potential 
for change could be realised in the observation of the contradiction to the position 
adopted on a particular dimension. 
This section has therefore been concerned with outlining ho,, \- commui-iicatioiis 
concerning the margins of relevance are structured. Questions concerning inter and 
intra-dimensional contradictions and their potential for adjustments in the margins of 
oral health are concerned with the process of constructing the margins of reIcN-ance. 




The dimensions presented a range of potentially conflicting meanings. Ternied 
contradictions, these crossing perspectives are described by Luhmann (1984) as 
paradoxes just as clinical and subjective assessments of oral health represent different 
perspectives on the meaning of oral health. Differing perspectives are valid in 
themselves within the right context. However, \vhen crossing or entangled. the 
apparent contradiction appears as paradox. This occurs when an outside obser" cr 
observes the different perspective such as that of clinical and subjective assessnients of 
oral health. However, if one can observe what the observer observes, the perspectives 
make sense. The apparent paradoxes and contractions that are illustrated here occur 
when the participant as the outside observer has to deal and negotiate his or her m, \-n 
and/or others perspectives that clash. Contradictions therefore resulted there was 
a confrontation and/or observation from a different perspective rather than a mistake or 
untruth. 
The epistemological foundation for this study assumes that there is no one to one fit 
with some external and static reality. Instead, this study is concerned with focussing oil 
how people come to know about oral health related quality of life. The many possible 
perspectives are given validity if they work and 'fit' concerning quality of life. In line 
with the radical constructivism of systems theory and the method of grounded theorý-. 
what ends up working and fitting, is likely to be the solution that least clashes with the 
person's current margins of relevance. So for example it would be very surprising if a 
person produced a sudden desire for a full set of capped teeth especially if going to the 
dentist was outside his or her experience. 
Contradictions when observed were the core mechanism for the process of settin, (,,, the 
boundaries of relevance. Contradictions could be made by people themselves or theý 
could emerge as conflicting social meanings which needed to 
be reconciled. T%\ o tý pes 
of effects emerged through contradictions: they could act as a reallt,,, check and or as ýi 
catalyst for change. 
Contradictions that functioned as a reality check acted as the principle boundary setti-11(g, 
mechanism for the margins of relevance. They represent the pcrson c\ploi-ln(-, XvIlat 11ý 
possible but at the same time thev are reminded what 
is in reality possible ii-i everyday 
I 
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lite. I his may be broken down to what the person might desire and this _t is set agaiiis 
constraints, such as positioning of Dentistry and accessibilit. y. Thus the property feeling 
(desiring) and seeing (observing) sharpens the boundary line between inside and 
outside - what is relevant and what is not. It distinguishes what is real from what is not 
for a particular person. The sharper the contradiction, the sharper the connection witli 
reality is felt. Ones dreams may be shattered as soon as unchangeable circumstances 
get in the way - and that is reality hitting home. This type of contradiction then acts as 
a stabilising mechanism for the margins of relevance. 
Contradiction could on the other hand act as a catalyst for change. The observation of 
contradictions could often prompt a need to find different ways of observing or 
speaking about oral health with the aim of replicating or adjusting the margins of 
relevance. If conflicts in these meanings were noticed the result was a possible 
interruption in the process. In this way these results are indicative of how and not \vlly 
people change. From the theoretical and methodological position adopted, wily people 
change remains inaccessible to observation. 
Contradictions were drawn from the dimensions in three ways, each related to how they 
emerged in the process of communication and observation. These were intra, inter, and 
extra dimensional contradiction (see Figure 14). Intra dimensional contradictions 
emerged when conflicting positions were adopted concerning the same dimension. For 
example, people might find themselves both embracing and rejecting dentistry as a 
commodity. Intra dimensional contradictions included the most basic dimension that 
underlies the constructing of the margins, that is, super-relevant and not relevant. In this 
case the conflict would emerge because the person is faced with both desiring a certain 
type of mouth while at the same time claiming to be immune from such desires. Inter 
dimensional contradiction concerned contradictions that emerged from obserýýations ot, 
incompatible positions adopted across dimensions. So for example, some people maý. 
admire disease free teeth and define this as a characteristic of the person being, observed 
(positioning of commodity) they may alternatively adopt a position defining the causes 
of ill health as externally derived (positioning of accessibility) and therefore beyond the 
influence of the individual. Extra dimensional contradiction referred to nieanin2s that 
wcre drawn from outside the dimensions. For example, communications about character 
could conflict Nvith communications about the impossibility or ii-nmorality of ba, ýing 
I genicrits of others on appearance alone. ud, ZI 
I ý, -q 
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Figure 14 INTRA, INTER AND EXTRA DIMENSIONAL CON'TRADICTIO. NS 
DIMENSIONS 





Positioning of attribution 
Internal * ------------------------------- ------------------------------- jo. extenial 
Positioning of dentistry 
Trust * -------------------------------- 
I 
------------------------------ distrust 
Positioning of accessibility 




Positioning of commodity 
Embracing * ---------------------------------------------------------- 00. r(ýjecwig 
Positioning of authenticity 
Natural * ------------------------------- ----------------------------- p, umiawral 
Extra 
Positioning of character 
Admiring * ---------------------------------------------------------- 11" denigrating 
Contradiction 
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6.4.1 Intra dimensional contradiction 
Rcsults 
Intra dimensional contradictions emerged when the person communicated obsen-inc, 
both sides of a dimension. 
Paradox of character 
An example of intra dimensional contradiction occurred with Fred with respect to 
Figure 6. Drawing on 'positioning of character', he denigrated the character of the 
person with no visible decay (Figure 6. ) yet at the same time had described him as a 
'bastard' with reference to his 'perfect teeth', suggesting an admission of envy: 
Figure 6. 
"Well he looks the opposite of the previous one, he's the sort ol'guy that 
keeps up with fashion, I think that's the ftishionable hairstyle tit the 
moment where you have your hair lopped over thefibrehead a bit - like 
the double take of Hitler but where Hitler had it one way ... and 
he's got 
peýfect teeth, bastard" (Fred, IM 0/00). 
In this example, Fred denigrates the character of the person in the picture by referring to 
Hitler. The indication is that it is fascistic to care too much about appearance and pertect 
teeth, and this contradicts his own desire for perfect teeth when he is ironic in his denigration 
of the person's character with the final 'bastard'. 
Methodologically such incidents forced the researcher to reflect on the emerging code 
"Positioning of character" and to follow the stipulation of Axiom 2 "the value of a crossing 
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This marked the first incident of Positioning of 
character as an indication of "denigration". The researcher then moved beyond the code 
(crossing) back to the data only to be confronted immediately b, N' another incident of' 
Positioning of character and was forced to re-consider the nature of Positioning of character 
as a category (re-crossing the boundary back into the distinction). In this instance tile re- 
entry forced a qualitative change in the category since this incident was vcrý different to the 
first and indicated further variation in the same process. The last statement "and tie's got 
perfect teeth, bastard" indicated that there was something envious about having good teeth. r_1 
At this stage therefore it emerged that Positioning of character was concerned xvith both 
denigrating and admiring character in relation to oral health. There was a chan, -, c in the 
underlying value of the category "Positioning of character" which subsequently emerged as 
a two-sided form -a distinction. When placed into order below the organising, principle of' 
the margins of relevance it become a dimension of how people talk about their oral health 
related quality of life. 
In this incident of crossing and re-crossing not only was there a qualitative difference within 
the code which changed the structure of the emerging theory but there was also an intra code 
clash in the statement taken as a whole (this occurs if both incidents are taken to(Icther). 
Indeed what emerged was that there was a direct contradiction or conflict between avoldI110 
caring too much about appearance and at the same time expressing a desire to ha\'c nice 
teeth. This could have prompted a change in Fred's margins of relevance. However later III 
the interview he would subsequently draw on other dimensions to stabilise the margills ot' 
relevance. 
The significance of Luhmann's approach for the data analysis also emerges in the impact 
contradictions could have on the process of communication. In the forgoing example Fred's 
communication was blocked. He stopped talking for a time and the researcher had to 
prompt him to think about other aspects of oral health. Contradictions thcrefore caii 
potentially block observation (Luhmann, 1999) and communication. Contradictions could 
also lead to a perception that they had to be overcome. It was not the purpose of the 
sociological observer to disentangle the contradictions for participants but to obser\ e if theN 
did this themselves. Communication would either continue or It would be blocked. This Is 
in keeping with Luhmann's (1999) use of binary codes. The confrontation of binarv Codes 
and the march of indications within distinctions are the principal mechanism throu(Th which 
communication realises its autopoiesis (Mingers, 1995). Drawing from this theoretical 
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heritage in the data analysis enabled the researcher to be sensitive to the vays in %\hIch 
emerging contradictions would either facilitate or block the process of communikýation ýund 
how this would affect the changing nature of assessments of quality of life. 
6.4.2 Inter dimensional contradiction 
Inter dimensional contradiction concerned contradictions that crossed froin one 
dimension to another. Paul embraced the idea of teeth as a commodit, N'. admired n1cc 
teeth and said he would love to have nice teeth but spoke of a lack of choice and fear 
(Positioning of accessibility), and distrust (Positioning of Dentistry): 
"I mean I would like my teeth to look like an American film star - reall ' I, truly, well not really truly, but truly, I would like my teeth to look white 
and straight and even and not all manky. There's a chap on television, a 
well-known presenter ... He's having 10,000 pounds sort of like an American film star so but, if he going to have 10,000 to have his teeth 
done to make what look to me like OK teeth - how much would it caýt 
me? ... and plus I'd be afraid to have it done because Pin fi-ightened of dentists and - they make me quake so and I'd be going through till that 
fear - even if I won the lottery, could I go through that. fear"" (Paul, 
4110100). 
The sharper the contradiction, the sharper the connection with the realities of the 
margins of relevance: that is the experience of 'reality'. Following Fuchs (2000) %%-ho 
draws heavily on Luhmann, reality emerged as another variable, as another property of 
the observations of people in this study. In this way some contradictions were felt more 
sharply than others. Such sharp contradictions would often lead to a greater sense of 
confrontation with the boundaries of reality. 
Paul desired nice teeth but this contradicted the dimensions Positioning of accessibilitv 
and the Positioning of dentistry. Referring back to the methodology this incident a('aill 
can be mapped through the second axiom where the crossing and re-crossing blocked 
the participant's train of thought when he saw himself that Nvhat he said , vas for him 
both true and not true. Set against a background of inaccessibilit"', there was an extra 
dimensional contradiction if the incidents are taken together. He first indicated teeth as a 
desirable commodity but then, crossing back into the same indication. reflected and then 
made a new indication xvith regard to the cost of teeth. He then made a third indication 
in the dimension 'Positioning Dentistry' to mark his fear of the dentist to confirill that 
while he nlay desire nice teeth it was outside his range of possibilities. lJoNveNer, the 
effect of thesc three indications Nvas to stabilise the fact that while desirable, the 'reality' 
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was tnat nice teeth were not for him. From this it can be seen that a property of inter- 
dimensional conflicts are that they can act as a reality check. There is nothino to 
contradict the desire for nice teeth so the desire remains but the pnictical or 
psychosocial barriers are nevertheless insurmountable, and a constant reminder of 
reality. 
6.4.2.1 Realising denial of relevance 
Realising the denial of relevance emerged when contradictions between various 
positions on the dimensions of oral health were observed in the most basic elernentarý' 
form as relevant and then to set it as not relevant. Realising the denial of relevance was 
a basic social psychological process (Glaser, 1978) , vhich patterned out into two sub- 
phases; recognition and subsumption. First, there ii, ould have to be reco,,, nition of 
contradictions between the positions adopted on the dimensions of relevance. Second, 
the observed contradiction would then be subsumed under the distinction of either 
relevant (and therefore requiring attention) or not relevant (to be set aside for another 
time). As shown in the example below (Sandra), in this sense the margins of relevance 
would permeate and indeed dominate how contradictions and paradoxes in observations 
of the dimensions of oral health related quality of life were resolved. Thus serving to 
indicate that even within substantive communicative situations such as the relativclý, 
small arena of oral health related quality of life that the establishment of a dominating 
distinction could and would serve as the organising principle for these communications. 
The permeation of each of the substantive codes with this primary organising distinction 
further illustrated the strength of coupling Luhmann's theoretical approach with 
Glaser's method of grounded theory both of which seek a core organising principle 
(Luhmann, 1999; Glaser, 1978,1992). 
For psychic systems it could be a hypothesis that the recognition and holding of 
incompatible positions on domains of relevance could be said to produce a discrepancy 
between feeling and observation. Put simply people , N-ould experience feelings of 
contradiction and then observe that nothing could be done to reconcile these feelings in 
the short term. The person might feel that they were often acting or observing ýý-Ith 
respect to their oral health, in a contradictory fashion, but they would alternatively 
confront this contradiction from the perspective of what was possible for theill (their 
horizons of possibilities). The result was often that they would leave the contradictioii 




cmergence ot such realisations indicated that logic Nvasn't everything in everyday life. 
The social circumstances in which a person found themselves resulted in many people 
living with strong feelings of contradiction conceming, the relevance of their oral liealth. 
For Sandra oral health was relevant because it could produce feelings of comfort and 
there was a need to have a clean mouth (Positioning of the norm). Although she %\-, -is 
considering having her front teeth repaired she remained anxious about going to the 
dentist (Positioning of Dentistry). Now, because she was looking for a new job, her 
appearance suddenly became relevant (a change in Positioning of the norm broLight 
about by an external contradiction or change in circumstance). The change in her 
position with respect to the normal relevance of oral health precipitated a re-observation 
which in turn led her to realise the denial of relevance: 
"Sometimes I'm going into the bathroom and I'm doing my makeip or 
something and 171 catch a glimpse of my mouth in the mirror and 
sometimes I won't look again cause I think 'no, not even going to go 
there' and 171 go out. And then other times I think 'oh it's really bad, it's 
awful'... You know, so I sort of like put a denial shect over it really so I 
canjust be myself If I didn't do that maybe I would be more conscious or 
I wouldn't smile as much or wouldn't be myse4f but I smile a lot " (Sandra, 
18110101). 
Sandra's 'denial sheet' was her way of acknowledging the denial of relevance. For 
Sandra, this type of contradiction appeared to be part of a process of change. The 
acknowledgement of her two views prompted her to look at other possibilities. 
6.4.3 Extra dimensional contradiction 
Extra dimensional contradictions emerged in conflicts between concerns with the 
relevance of oral health and other concerns which were not directly relevant to the 
margins of relevance. 'Confronting the other' referred to a claimed autonoiiiý, frorn 
social pressures, for example, but the claim itself ultimately failing. 'Judging as 
contradiction' referred to judgements that conflicted with the acknowledged 
impossibility Of making a judgement. The prompts initially trigger quite spontaneous 
judgements. Judgements are made fast, alternatives are slower because tI1cY take Lip 
time and are the result of the observed contradiction: "Along with speed and 
connectivitv, and precisely because it secures the advantages of speed and connectivity, 
the status quo has its day" (1-uhmann, 1984: 119). The 'status quo' 
in this casc are the 
expectations or underlying distinctions that guide the observations. 
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Speed increases the opacity of social systems influence on psychic systems. Luhmann's 
point in the following account is that there is something before language. In contrast to 
some approaches, he argues that we are not wholly constituted in language. He refers to 
the conscious certainty of judgements that are not reliant on language: 
"Above all, one must remember the fulfilment and disappointment Q/ 
expectations and claims by which consciousness can be socially, directed, 
although (andprecisely because) it itselfpositions expectations in order 
to orient itself In this way a kind of conscious certainty about judging 
andjeeling can come about, something like taste, which proves itseýf in 
the objects and the social resonance ofjudging. One mqýy then also be 
aware of the impossibility of expressing a judgement, indeed, may eqjoy 
this as a kind of superiority" (Luhmann, 1984. - 2 3-2 -4). 
It is for this very reason that judgements, hegemonies, values, are more difficult to 
observe and thus resist. It goes without saying that in discussing this, the researcher is 
also part of the system and is thus also blind to its effects. Language and conscious 
certainty do not always match each other point for point, in terms of cornplcxitý'. When 
the two are expected to agree, paradox emerges. Language is akin to number and is 
expected to work logically. Conscious certainty is faster than language and does not 
obey rules of logic. This added complexity underlies the follov"ing incidences of 
contradiction and its consequences. 
6.4.3.1 Confronting the other 
A fundamental aspect of Luhmann's approach is his consistent and explicit focus on the 
distinction between systems and their environments. For Luhmann the environment of 
psychic systems is not just social and organisational systems but other psychic s\, sten-is 
(see Methodology Section 4.10). In this way it was not surprising to see other psychic 
systems emerge as significant sources of confrontation: 
"How do I deal with it? I suppose you have to say to yourself well I don't 
give a bugger what people think To cope it,, ith it you have to saY it-ell 
whatever, I am I am me and I don't care what people think but - vou 
do 
really. Even though you sqj, this to yourseýf you do really, cause that's 
it'll ,v we 
all want these things. We all want these things to make us)Ccl 
better " (Paul, 12110,01). 
In this instance, Paul clairned autonomy from pressures associated with the presence of 
other psychic systems yet he was left with quite profound feelings of contradiction. This 
contradiction was observed and subsumed through the use of the most basic distinction 
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it-Y of life. relevant/not ot oral health related quall I relevant. Paul had not considered the 
possibility of treatment, which xas seen as not for him. and he appeared to be 
constrained by other observations from the dimensions. Positioning of Demistry. where 
he did not trust dentists and his position on the lack of accessibility in particular. This 
was supported by dental tales such as this one: 
I '... when they blow the cold air in your mouth and that hurts? You just 
don't do anything, you don't make any, you don't respond at all. You 
never respond As though nothing's happening ... And then you don't show 
anyfear as though there's no pain, andyour eyes are mInkling as though 
you're smiling. As though it's really enjoyable, you dare not shoii, 
anything at all! You think they're just poking around to find a nice 
sensitive spot so they can fill it. I know what their game is. "' (Paul, 
12110101). 
These contradictions served to secure the boundaries of relevance so that both sides of 
the external distinction between caring or not caring about what the other thinks were 
accepted as relevant but accounted for. As stated above contradictions can block 
observation or they can lead to an process of overcoming and further observation. This 
is an example where such contradictions where accommodated. Paul indicated that he 
cared about what others thought but what others thought was not relevant because of his 
positions on dentistry and accessibility. In other words the extra-dimensional conflict 
(with what others thought) was countered by the reality of a lack of trust in dentistry 
and a feeling that treatment was inaccessible. In this sense the extra dimensional conflict 
provided a destabilising pressure which was countered by various inter dimensional 
4reality checks'. 
This finding suggests that extra dimensional contradictions, because they are less 
relevant to communication about oral health, are subject to the constraints of realm 
checks from a person's position on the core dimensions of communication about oral 
health. 
6.4.3.2 Judging as contradiction 
Extra dimensional contradiction occurred where for example participants might 
denigrate the character of a person, yet at the same time claim that it was not possible to 
judge people by appearances alone. Similarly, the act of making a 'udoeiiient conflicted 
xvith an already claimed autonomy from social pressures. For example. the positioiiiilg 
of character and authenticity indicated that appearance mattered where the character ot'a 
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person with perfect teeth . vas denigrated. Fred had denied that appearance xvas relevant 
yet described the man with no decayed, missing or chipped teeth as vain and effeminate: 
" ... if I saw a bloke like that, he probably spends an hour, like a ivoinan, 
in the toilet every morning. And all his kids are bashing on the door come 
on dad hurry up, while he putting scent under his armpits and doinla his 
hair yet again and looking at himself in the mirror " (Fred, 11,, ' 10 00). 
To denigrate character was to make a judgement that contradicted the notion that 
appearance does not matter. Therefore. if a judgement was made it %vas inferred that one 
cannot have autonomy from a social environment that makes judgements. When Boots 
(who denied relevance) was shown a photograph of a man with disease free teeth fie 
drew on the denigrating and naturalising processes from the dimensions positioning 
4character' and 'authenticity'. However, he pointed out that it ', vas difficult to give an 
opinion and conceded: "I've more or less contradicted myself there haven't V. 1 - (Boots, 
26/11/00). 
6.4.4 Changing the margins of relevance: contradiction and unobserved changes 
in meaning 
Not all contradictions produced acknowledgement and could either be resolved or left 
open. Some participants insisted that their teeth were relevant in terms of comfort or 
eating while others claimed no concern at all. However, impacts, be they pain or social 
pressures, do not go away and the process of construction and reconstruction of the 
margins was continuous'. Boots, who had steadfastly avoided the relevance of oral 
health through a stoic attitude to life where little could bother him if he did not expect 
anything finally accepted that given the opportunity he would like to improve his oral 
appearance and eating ability. This acceptance emerged in the second interview when 
he had been challenged to a greater extent: 
"I'd love to have a nice set of teeth ... 
My teeth are terrible. They're 
disgusting -I know they, are " (Boots, 25/10/01). 
Again, Geoff had said that the appearance of his teeth was inconsequential especially 
compared xvith the difficulties he found in eating. Yet (again at the end of the second 
interview) he tacitly acknowledged concern: 
The continuous nature of the process also fitted Luhmann's understanding of communication is an 
autopoietic process, tile marking of indications of distinctions produced the potential 
t'Or further 
indications and so on (Luhmann, 1984). 
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ýity you haven't got a magic wand, give me soine nice pearlies " (Geoff' 4110101). 
Neither noted the difference from their previous statements. But if t1ley had they rnay 
have produced new arguments to nulliýy or circumvent the later statement. or the,, - may 
have reconsidered the significance of their oral health. This obsen, atioll for example 
does not take practical problems into account. They had both tried to find a dentist and 
had failed. 
6.4.4.1 Discrepancy within accessibility 
A further type of unobserved contradiction concerned a discrepancN, within 
accessibility. While this was an intra dimensional contradiction, the contradiction is 
only visible from the researcher's viewpoint and thus remained unobserved bý- the 
participants. A property of the discrepancy within accessibility is therefore its latclit 
character. However,, the contradiction,, despite being unobserved, could still ne\-CI-theless 
act as a reality check. For example, the dimension 'positioning of accessibility' 
represented the range of expectations regarding the availabilitý, of dental care. Those 
who talked about the ready availability of resources were most likely to talk about the 
relevance of oral health while those who talked about experiencing little choicc and 
frustration with access to dental services tended to also talk about oral health bein,, less 
relevant for them. However, in some cases, there would be talk about choice and 
freedom in relation to accessing dental services accompanied by talk of experiencing no 
choice. Barry and Peter S both talked about problems of access and suggested that fliev 
had experienced little or no choice whilst accessing the dentist. Yet \\, hen shown the 
picture of the man with decayed and chipped teeth (Figure 5. ), Barry talked about this 
bein a matter of choice: "If he wants something done about it he can" (Barry, 8/10/0 1). 91 
He was then asked if he thought the man really could get help to which he respondeLl bý 




"If anybody in a modern society wants to improve their qualit 
, I, (? 
f /ý/ý 
they can do it themselves, ýf they can be bothered Y'the_y cant that's 
alright. Cause we've all got the same opportunities '' (Barry, 8/10/01). 
Likewise, when Peter S was shown the picture of a man with decaved teetli (Flourc 5. ) 
he made the assumption that his condition was of his own choosing: 
" Ah - something would have been done or he'd have had something (lone 
about it. But then ýf he's chosen not to then he probably doesn'tftel that 
it's a problem for him - so if he's comfortable with it then... " (Peter S, 
31110101). 
There were several incidences where participants such as Barry and Peter expressed 
frustration at the dental care they received. They indicated that they had difficulties in 
accessing dental care while at the same time suggesting that it was a matter of choice for 
others. That others might have choice of access could maintain heightened expectations, 
exacerbating the frustration at a continuing access for them. 
A further consideration is the extreme nature of the gum disease and decay. It inay be 
that for the participants this represented a 'real' need for treatment which they compared 
with what they might consider their own lesser need. We can see that there is some 
'truth' in that there both is, and is not, access to oral health care. However. the *truth' 
here depends on the context and perspective of observation. From the point of view of 
the participants, Barry for example, may not be viewing the same obýject, that is, a 
-mouth that needs treatment'. He may not view his own need as the same as he sees the 
need in Figure 5. 
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The last section concerned examples of contradictions that people were not aware or 
and therefore while that may stabilise the margins of releN, ance. they were less likely to 
prompt change. The following section concerns the process of replication of the 111argins ltý 
of relevance following observed contradictions. 
6.5 REPLICATING THE MARGINS OF ORAL HEALTH 
This section reports on the act of producing alternative meanings in order to replicate 
the margins of relevance. Replicating the margins of oral health concerned the continual 
selection of meanings to counter contradiction and support the margins of relevance. 
Often the participant would look back at something he or she said and observe what was 
previously observed and confirm or change what was said. This second stage concerns 
the second law of calling: "Axiom 2 the law of crossing - The value of a crossing made 
again is not the value of the crossing". This type of incident Occurred when participants 
would re-enter a previous indication and change its meaning. However in this case the 
meanings are replicated through the use of alternative meanings that confirm tile 
original meaning. As stated earlier, this type of incident is observed by the researcher 
observer who then may adjust the code to accommodate variation. In the case of' 
replicating the margins of relevance a number of mechanism of change were observed 
as seen below. Maintaining the same level of relevance required continuous negotiatioll 
between existing expectations and external messages. Therefore replicating the margins 
also involved change in the sense that it always involved a process of construction. In 
terms of autopoietic self-renewal this meant looking outside and comparing what is seen 
with what is already known before adjustments are made or not. It is part of the process 
of drawing the boundaries between what is the sN, stem (psychic sN, stem) and what is 
environment. The aim is to survive and thus select the best solLition, that is. the 
solutions that work and fit. If maintaining the same margins of relevant works best. 
those meanings that support those margins -,. vill be selected. 
The instability produced through paradox can be related back to Dubos' ( 1959) 
definition of health: health as an ongoing process of adaptation. The hurnan being cail 
never be stable, but is forever adapting to an unstable environment which includes self- 
created challenges. Contradictions emerge when people observe paradoxes alld this 
prompts the devclopment of new expectations. Such expectations are theoretically 
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called 'Immunity structures' in Luhmann as they protect the system from future 
contradictions (Luhmann, 1984). 
This section will show how particular strategies were used to circumvent. neutralise or 
nullify observed contradictions. A property of replicating the margins of relevance NNas 
therefore that they involve constructing the margins of relevance (as the result of 
observed contradictions. ). Indications that a person had replicated their existing 
positions on the margins of relevance were made through the development of 
'immunity structures'. 
6.5.1 Developing immunity structures - relativising relevance 
Immunity structures are a theoretical device drawn from the methodolon, (Section 
3.10). However, every new perspective that dealt with a contradiction and became 
stabilised for future use may be thought of as an imniunitý, structure. An important 
property of immunity structures was that they protected from future conflicts of 
meaning. This was achieved through the production of a stabilised set of rneanings 
(expectations) concerning what was relevant about oral health. The process of 
crelativising relevance' emerged as an observation of the relative and unstable nature of 
relevance but with different consequences. That the relevance of oral health is relative 
to a person's situation presented either a possible contradiction or the solution to a 
contradiction. 
The margins of relevance could be protected by adopting an explicit position within an 
observed range of relevance. For example, people would speak of the way the relevance 
of the mouth was dependent on time and place suggesting that the nature of relevance 
was unstable. However , it also 
involved supporting the relevance of the mouth %vitliin a 
particular context. Tom noted the discrepancy and pointed out that what was socially 
acceptable was dependent on the social and geographical context. Yet he also pointed 
out that the mouth was socially relevant within 'his' particular context. In this way lie 
noted the slippery nature of relevance but at the same time affirmed his own margins ot' 
relevance: 
''I inean that measure of decal, and gum disease must reek and you know, 
ivould not be socially acceptable... Obviousl , 
v, I mean what is socialýv 
acceptable depends where you livc and obvioush, if you livc, in a deep 
South inbred trailer park community and cverybotýv's teeth it-cre like that 
prohabýV nobo(ý, v would bat an eYelid... but JI'I was silling across the 
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table in a restaurant and I could smell the decay, that would not be 
socially acceptable " (Tom, 1815,01). 
This relativising of relevance could act as both a negation of some meanings of oral 
health Cit is all relative) or simply a recognition of the notion that the meaning ot - oral 
health was dependent on the context in which one was placed. Howe,, -er. an aNN, areness 
that a certain degree of oral health was not acceptable for *this' time and place serN Od 
to stabilise the margins of relevance. A need to conform \\-as accepted anyNN, ay. When 
Maureen was shown a picture of a man with decayed teeth (Figurc 5. ) she made an 
effort not to let her opinion of his teeth affect her opinion of his character. However. her 
own margins of relevance were supported in noting that his teeth might affect his abilitv 
to interact socially, particularly if he lived in an environment where teeth NN-cre 
considered important: 
TT- I 
fle s probably quite a nice bloke, ordinar ,v 
bloke, but -I wonder 
whether he has much of a social life because - wouldn't People be 
encouraging him to go and have his teeth done? And I'm wondering 
where he lives as well. Because surely ýf he lives in America he'd be 
bombarded with people telling him to have his teeth done. It 'S lip to him I 
suppose. I know what Id do - have them done. At atýy cost" (jlfauree17, 
415101). 
As outlined, in 'Contradictions' (section X), where the margins of relevance were 
confronted, the act of defending implied that something did matter. The act of making a 
judgement suggested that appearance was relevant. This was dealt with through 
statements saying that it was not possible to judge by appearances alone or that the 
importance of the mouth was relative to the observer. When commenting on the 
pictures, Boots denigrated the character of a man exhibiting a perfect smile. However, 
he acknowledged the contradiction in his statement and pointed out the practical and 
moral impossibility of assessing somebody by appearance: 
"I don't know - what do I think of him-'ý I don't know - youre looking at 
something - and you can't tell somebody by their 
looks. You can't look at 
somebody and say 'well he looks ac** *'. Well he does - so evei 7 ýf he ivas 
a nice bloke I'd still say well he looks a c***. Straight away though, you 
know but ah - you don'tjust know by the cover, judge a 
book b*v its C-01, cr 
do you, so as that goes ah you can'tjudge a book by its cover " (Boots, 
20111,00). 
The same contradictions occurred where the relevance of oral health to the self was 
observed at one point and denied at the next. The same process of relativising relevance I 
emerged to counter the contradiction. For example, Geoff whose margins of relevance 
IT, 
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nact wavered. thwarted the problem in pointing out that what counts is all a iiiatter of 
perspective: 
"its important to some degree - see for some people it would be morc 
important, to others, to me it is not ... Perhaps I'm sort ol full qfselldouhi 
about me looks but then - I've never really worried about it. LookN are in 
the eyes of the beholder anyway aren't they? " (Geoff, 2-4 10 00). 
Although contradictions were produced from different positions that Nvere drawn froin 
the dimensions, immunity structures once in place could produce potential 
contradictions. The process was circular and always dependent on the observing person. 
6.6 ADJUSTING THE MARGINS OF ORAL HEALTH 
Systems theory is especially suited to dealing with the emergence of stability from the 
improbable sources of conflict and change. The utility of this theoretical traditioil 
improved as the contradictory, unstable and changeable nature of the margins of 
relevance emerged. People are always in the process of selecting meaning and explormO 
alternative meaning in light of multiple observed perspectives. Psychic systellis wolild 
have to exist in isolation to remain static and unchanging. Adjusting the margins of' 
relevance was a social psychological process that had three phases. The phases of 
adjusting are as follows: 
" recognising conflict in positions adopted 
" contemplating alternative positions to be adopted 
" justifying adjustments in the newly developed positions adopted. 
The first condition of adjusting the margins of relevance was recognition that a 
contradiction or conflict existed in the various positions the person had adopted on the 
relevance of oral health. Examples of recognition were shown in contradictions ill 
Section 6.4. The second stage involved contemplation of the alternative positions, 
which could be adopted concerning the relevance of oral health. Contemplation COUld 
take the form of comparing and/or evaluating and was evidenced by statements 
indicating that the person was testing the margins of relevance. However, rather than 
developing immunity structures, adjusting the margins of relevance involved returnin, -, 
to and weighing up other possibilities. The mechanisms that indicated that a 
contemplation of relevance was taking place Nvere comparing. cvaluating or 
balancim-, 
possible positions. New positions could be considered In any of the 




reievance. Finally these contemp I lative processes and the decisions. which i-esulted from 
them, were in turn supported through justifications and expressed intentions. 
6.6.1 Recognising 
Examples of recognising were shown under contradictions. For example. Sandra 
recognised that she both denied relevance but was concerned about her teeth. Boots oil 
the other hand noted his own contradiction and later observations (positionjný-, of 
character) indicated a replication of the margins of relevance. 
6.6.2 Contemplating 
6.6.2.1 Comparing positions 
Positions on the dimensions were compared using upward and downward comparisons 
to evaluate the relevance of the mouth. For example, comparisons di-ev", upon 
4positioning of the norm' and were made with others or past and present selves. Upward 
comparison allowed the possibility of extending relevance. Although Jason was 
considering dental treatment, throughout the interview he made statements that tended 
to support a lower degree of relevance. However, through the process of comparing his 
teeth to the teeth of the person in the picture he indicated the possibility of increased 
relevance: 
"Yeah, set of peýfect teeth, absolutely perfect... bit depressingly perftct 
really. I think you look at those and ivish that yours were absolutely 
straight " (Jason, 2815101). 
On the other hand, downward comparison with other (or non-oral) existing or future 
health problems indicated a reduction of the possibilities through which the margins of' 
relevance were constructed. Some participants pointed out that oral health was a minor 
problem by comparison: 
"There are other things that are worse wrong with me than that. And they 
don't bother me" (Barry, 8110/01). 
Sometimes future consequences such as tooth loss were made negligible in comparisoti 
with other possibilities. Peter S had lost one front tooth and was comfortable witli the 
possibility of losing more: 
"But I suppose ýf ultimatch, ' vou 
had allyour teeth out and had. /alse teeth 
-you could go. /brivard with a ver. 1v good qualitY of 
life... There are wovýc, 
tIibiI(,,. y than that " (Peter, S, 311101 01). 
175 
Results 
6.6.2.2 Evaluating possible positions 
As seen in the above, imaginary outcomes were explored to test a nexv relevance of the 
mouth without commitment. Sandra was alternating between accepting her decaý-eý] 
front teeth as they were or having them repaired. Throughout both interviews she 
oscillated between talking about the ways her teeth were or were not relevant to the rest 
of her life. Because her life was changing socially and in terms of her career. comments 
she made about need to appear 'socially acceptable' suggest that her teeth Nvere 
becoming more relevant. Yet, a past bad experience acted as a reality check to rnake her 
more disinclined to go to a dentist. 
Thus, positions adopted on different dimensions such as positioning of 'dentistry'. 
'commodity' and 'authenticity' clashed with each other necessitating a re-C\'aluation of 
the possible positions which could be adopted. Sandra 'acted out" possible treatinclit 
outcomes (positioning of dentistry) in association with the perceptions and expectations 
of others. 'Positioning of character' highlighted ways in which the margins nilght 
extend to everyday life by considering it within the context of confronting the others' 
possible perceptions: 
" When I perceive other people to perceive of me, especially in an 
interview situation ... they might think externally 
'why hasn't she done 
anything to sort that out' and maybe that I'm not conscious of it ... Y'they 
think that maybe I am neglectful and that might tranýfer into work 
areas ... Ifeel 
like they'd take that further and think maybe ýf she can't be 
bothered to sort that out it, hat else it, ouldn't she be bothered to sort out in 
a it, ork environment. And her personality, ma - vbe 
there's something 
wrong it, ith her personality in the work place or whatever, do you knoii, 
what I mean? " (Sandra, 18110101). 
This conjecture extended to testing possible reactions if she were to act on her 
intentions: 
"... they'd notice a change but they can't pin point what the change is. 
Well that's what I'm hoping! Maybe afterwards I'll realise how bad the - 1) 
were cause thei-71 say, people be coming up to me saying 'oh you've had 
your teeth doneand I'll be devastated thinking 'oh mY god it-ere theY that 
bad? "' (Sandra, 18110101). 
A desire for treatment might prompt the observation of contradictions within tile 
positioning of dentistry and accessibility. Observations of 
fear, distrust and the 




one participant noted, when she asked a dentist about restorinc-, a tooth she neither 
expected a positive response nor intended to commit herself: -I was kind of going 
through the motions in away" (Helen, 20/10/01). In this way evaluating positions acted 
as a possible mechanism explaining how the margins of releN-ance might be adjusted. 
6.6.2.3 Balancing positions 
The adopting of different positions on each of the dimensions provided the possibility of 
many conflicts in meaning. These conflicts in meaning where therefore structured by 
the order of the dimensions. The conflicting meanings could then be ý\-elghed up or 
balanced with the aim of coming to a resolution. 
Dimension positions such as 'positioning authenticity' contained contradictions. For 
example, treatments to improve the appearance of the mouth may be desired but such 
desires could introduce concerns over individuality, natural appearance, dental anxiet'v 
and they might compromise the long-term integrity of teeth. Where there was a conflict 
of positions the conflicting positions were balanced through a process of weighing up 
the pros and cons of each dimension. The aim or desire underlying such a process was 
the resolution of the contradiction: "My teeth stuck out a bit so I kept that for the 
individual look ... So that I could keep my individuality" (Sally, 6/5/01). In another 
instance, the benefits of idea of cosmetic treatment were weighed against the strength 
and longevity of natural teeth. For example, a dentist had offered to improve the 
appearance of Maureen's two eye-teeth by replacing them with crowns. She described 
how she had to draw a balance between appearance, which she said was relevant to her. 
and the long-term condition of her teeth: 
"There's a limit to what I would do - to look to have perfect teeth ... I 
might have had beauryfor afew years but I can't believe those two teeth 
wouldn't be weakened in some way " (Maureen, 415101). 
The consequence for the balancing process was a countering of contradiction. Where 
two possibilities clashed there was a need to decide which was most important and, if 
necessary, adjust the margins to suit. Maureen for example, held her margins back ill 
relation to appearance to support the long term integrity of her teeth. balancirig is 
important in that it too acts as a reality check. Without balancing there is a possibilitv 





The margins of relevance were never stable. There ý, N-ere always conflicting meanings or 
'problems' to be solved. Therefore justifications were made to support changes. 
Justifications could be used to either support. test or adjust the i-nargins ot' relevance. 
Explanations that supported testing the margins involved justiýying different margins of 
relevance in terms of life changes. Sandra was looking for a job after spending several 
years at home caring for her children. She used this to justiýy the reasons for 
reconsidering the importance of her mouth: 
"I was a housewife and mother before and I didn't see that many people 
that I didn't know. I'm goingfor interviews and meeting dijftrent people 
and Ijustfeel that it makes afirst impression " (Sandra, 18/10 01). 
Justifications could be made to defend changes in either direction. Relevance was 
reduced where the conditions for relevance, such as the positioning of trust ill Delltistrv 
or accessibility were reduced. The following show examples where relc\-ance was 
initially supported and later reduced. 
The shift in the margins of relevance was therefore conditioned by the various positions 
adopted on the nature of trust and accessibility. Jason was recruited because he was 
planning to have his front teeth restored. However, he was thinking about delaying the 
treatment due to the cost of repair, supported by a lack of faith in the quality of 
treatment: 
"I've had them like this for about three to fibur years. They came off 
really easily, I never got the impression that they make them strong. So 
yeah ... 
I will get them done again -I think it's got to be - it ,s not a 
priority" (Jason, 2815101). 
Tom had also been deliberating on whether or not to have his crowns replaced and cited 
the lack of accessibility due to his own economic resources as a reason for abandoniii, -, 
his plans: 
"Basicalýv I've had them for seventeen ' years 
and they're chipping, 
chipping qff and the 'v 
do need to be replaccd. And also the gum line is 
rcceding... The onýv problem is that the last estimate - he said aboul nine 
hundi-ccipounds. And I should have done it, I could have cift6rded it, but 
that was bcfore I becamc a ather and moved house and bought a car. 
. -Ind now 
I'm older it's a thousand- (Tom, 18,5 01). 
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In this instance, Tom's adjustment of relevance was justified by positions drawn froni 
the dimensions of positioning of commodity and the norm. Jason reported deciding that 
his teeth were not a priority and associated the appearance of his teeth with careers that 
demand a particular appearance. This association then acted as a justification for 
marginalizing the relevance of his teeth. In order to further justify the margins ot' 
relevance he situated the mouth as something that xas associated \vith cosmetic 
dentistry as a commodity and as something that was not for him: 
"I'm not in the entertainment's business. I'm not an actor or, or um or a 
clothes model or whatever. So it's not really everything for me, its just 
periphery" Jason, (20110101). 
6.6.4 Cumulative adjusting of the margins of relevance 
Cumulative adjusting refers to a margin of relevance that continues to increase or 
decrease because it builds upon itself. The construction of the margins of oral health 
was always in process. Relevance was usually replicated or adjusted to achieve some 
balance with other considerations in people's daily lives. Cumulative ad lusting of the 
margins of oral health resulted in continuous change outwards towards super-relevant or 
not relevant. The degree of relevance ranged from expressed intentions and contilILIOLIS 
adopting of relevance, to complete resignation or interrupted relevance. Both extremes 
were potentially problematic. 
6.6.4.1 Expressed intentions 
Expressed future intentions indicated a stabilisation of adjusted margins of relevance 
with the possibility of cumulative adjustment. A property of expressed intentions \\as 
the observation of a renewed capability. This was shown in statements that indicated a 
belief that the resources to support oral health were accessible and that the person had 
the confidence to demand those resources. Maureen had been given an amalgam filliiio 
in a tooth close enough to the front to be visible when she smiled. Having discovered 
that she could improve the appearance of her mouth through , vhite fillings she said 
expected to continue to have them asserting the significance of her teeth: 
',... as soon as I heard that you could get white fillings I was interested 
and I thought that the next time I have a filling I'm going to have whitc 
oncs, so that is my plan " (. 1kno-ccn, 45 01). 
oret: "in retrospect I should renewed capability was sometimes shown as a past re,,, 
have been more assertive. I should have been more inquiring" (Helen, 7/4/01). Gary 




view as his lifestyle changed. He said he believed that the discolouration in his tooth 
was decay and had had to insist on having the tooth filled. In comparison with past 
experiences, his expressed confidence and expectation of satisfaction suggested an 
observed capability supporting his adjusting of the margins of relevance: 
"I am going to have my teeth - this tooth - filled with white stuff so it looks natural a er it's filled ... I said to my dentist that there was a hole Ift there and he said that it was nothing... he said it was OK But I went 
back to have a word about it and he's agreed to fill it " (Gary, 13110,01). 
In another instance, observing capability occurred together with intention where the 
notion of 'who knows best' showed a renewed confidence. The dentist was challenged 
by Maureen who said that next time she intended to: "make sure it's done properly. 
Cause I know now what's wrong with it" (Maureen, 4/5/01). Together with the intention 
of doing so, this supported the adjustment in the margins of relevance. 
6.6.4.2 Adopting relevance 
Adopting referred to continuously increased relevance as a new vantage point led to 
new horizons of possibilities. Having finally succeeded in having his tooth repaired, 
Gary was pleased with the result but noted that once satisfied it was easy to focus on 
other faults: "Happier with it now and I suppose start picking holes in the other ones" 
(Gary, 10/11/01). Maureen said that the first interview itself had highlighted the 
relevance of the mouth for her: 
"I look at peoples teeth all the time now, well the people that I've noticed 
since the last interview, because I've been noticing more " (Maureen, 
12110101). 
Gary and Margaret appeared to reach a point of satisfaction. Most of the participants 
had focused on ways to balance and stabilise the degree of relevance. In contrast, one 
participant (Sally), continued to make upward comparisons generating continuous 
change within and outside oral health. She had had her teeth both repaired and 
cosmetically enhanced and went on to focus on further possibilities: 
"I'd have done more ... now, if 
I was having them done now, I would 
probably go that one step further. No - 171 stick with what I've got now I 
think 171 put the money towards myjace " (Sally, IM 0.01). 
The increased margins of relevance were supported with reference to the environment. 
However, in the development of immunity structures justification was used to mark or 
destabilise relevance in relation to the outside world. In contrast, Sally talked about 
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social pressures and available commodities as a justification for continued relevance. 
First, when asked what she meant in her last statement. drawing on positioning of 
commodity, Sally cited the existence of the means as a justification: 
" Oh a lift at forty. I think that will be in order. We have these facilities - 
why not? We all use potions and lotions, surgery is the next step up (Sally, 11/10.01). 
Positioning of commodity, authenticity and social pressures were drawn upon and cited 
as justifications for a degree of relevance that leaned towards super-relevant. When she 
was shown a picture of attractive teeth, Sally observed positive changes in dentistry 
over time that created a shift from 'natural' teeth to enhanced teeth and embraced the 
social trends that sustain such changes: 
"Teeth aren't naturally like that are they? No I mean 20 Years, 30 years 
ago, models weren't like that. But this teeth thing, that has recently come 
over from the States ... So we've been swamped with it and it's, it's the fashion. And I think it does look good I have spent two and a haýf 
thousandpounds on my teeth " (Sally, 615101). 
The above comments show how the extent of relevance was justified with reference to a 
changing time and place. The context was used to justify the incentive and provide the 
imperative: "Because of the age we live in, and ageing, I don't want to be on the dung 
heap" (Sally, 11/10.01). 
She also said she felt vain and justified continuing to be like this through descriptions of 
her own feelings of insecurity in direct comparison to another "Sally". In justifying it, 
rather than balancing her degree of relevance she continued to adjust it towards super- 
relevant: 
"It depends on a parallel person, with my old teeth, who wouldn't dream 
of having their teeth done. It wouldn't be a necessity in their life. 
Whereas it meant something to me, I'm mean I'm vain, and um, - 
insecure, whereas somebody else may not be - insecure. Self-critical. 
They may be completely happy and seif-confident " (Sally, 615101) 
In contrast, Sandra recognised the possibility that she may be seen as vain (positioning 
of authenticity) and balanced this concern by demonstrating that she only wanted a 
certain level of nonnality (positioning the norm) rather than perfection: 
" Well, my bottom teeth aren't that straight and that don't bother me, but I 
want them to look level, clean and health and that's it really " (Sandra, Y 
18110101). 
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6.6.4.3 Resigning relevance 
Resigning relevance referred to continuous reduction of relevance towards total 
resignation. It was the same as the process of adopting relevance except that the 
movement was in the other direction. Again some balance was usuallN- achieved with 
respect to other considerations in peoples daily lives. For example, some degrce of pain 
or social pressure impelled people find some relevance in their oral health xvhile other 
factors, such as accessibility, constrained the degree of relevance. However. resigning 
relevance differed in that it referred to continuous reduction resulting in resh-mation. 
Neither resigning nor adopting were balanced through the observation of different 
meanings. 
The possibilities through which the margins of relevance were constructed. were 
reduced through the meaning of the dimensions. The positions such as Dentistry and 
accessibility were drawn upon by Geoff who said he could no longer eat many foods 
and suffered intermittent pain. He said he had failed to find a dentist and had given up 
trying: 
"I really wish they didfit like ýf only it makes 1ýfe a bit easier wlicl? it 
comes to eating - cause Fiv only got about t-vio teeth that actualýv meet 
now. They're all pretly rotten - really bad and Id havc to go to the dentist 
- but I think I'm past caring now " (Geofj, ' 24,, '] 0/00). 
Peter W indicated that he had had normalised his oral health status supported ýxith a 
stoic acceptance of declining oral and general health to the extent that it held little 
relevance for him: "I'm 53 like - going downhill rapidly like. Still got me sense of 
humour at times. But, ah, that's me - just carry on" (Peter W, 19/10/00). Other 
participants had also dismissed the relevance of their teeth in this manner. Barry, said he 
felt that the cause of his problems lay in the hands of the dentist but no longei- trusted tl 
the dentist to rectify the damage. He concluded that it would be best to give up: "I'll just 
let 'em rot": (Barry, 27/11/00). 
6.6.4.4 Interrupted relevance 
Resigning relevance concerned a gradual reduction of the ways that the mouth applied 
to everyday life bar the need to counter pain. Hov, -ever, severe external disruption in ýi 
person's life could trigger an abrupt reduction of relevance. This change excluded 
reflection. External interruptions displaced the relevance of the mouth without the tillic 
or need for testino or contemplating. Thus the change could onk- be observed as a le-ap 
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rather t an a process but did demonstrate contrasting tN, pes of relevance. One participant 
originallý- provided an account of the enabling elements of her oral health. suggesting, a 
holistic level of relevance: It makes N-ou happier, if ,, ou're happý, inside, N-ou live 
longer" (Margaret, 4/4/01). She had also implied that the appearance of her teeth Nva's 
crucial to her well-being: 
"I think teeth are very important. Youve got to make yourselflook lovel , I, and nice as much as you can, especially as you are growing older... I'M 
not going to grow old gracefully. I shallfight it all the wali, 
414101). 
However,, by the second interview, her husband had become terminallý' ill and her 
margins of relevance had been upturned. From the positioning of the norril, her focus 
changed from the enabling factors of health to the problem of disease: 
16 Only toothache, if you've got pain or - that would stop your Iýfe 
wouldn't it ... And when everything's like that you know - trouble with. vour 
teeth and disease and things like that. Qualit "v of 
Iýfe is to be ftee. Frce of 
pain and -you know" (Margaret, 30110/01). 
The new degree of relevance affected the way Margaret's talked about her positioning 
of accessibility and feelings of capability. She had originally said implied that health 
resources were easily accessible. Now she re-focused on health resources as an item 
only available to those with economic resources: 
"Film stars haiv it. All these i, ery rich people - thc - i, 
do - the - i, 
book infior 
about lit, o days, three days, into a prii, ate hospital and thcY have 
ei, erphing done - (Margaret, 30110/01). 
This demonstrated the ways that, together with the other dimension positions. oral 
health as a commodity was crucial in the construction of the margins of relevance. It 
was drawn upon to embrace or reject the relevance of oral health and at the same time 
structured the conditions through which relevance was constructed. In addition it 
indicates how the impact of other major forms of chronic illness on a persons life call 
interact and cause an abrupt change on the margins of relevance of oral health. 
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6.7 OHIP 14 RESULTS 
Results 
The participants were asked to complete the OHIP 14 at the end of each interviexv to 
provide an external validation for the data. The results are shown in Tables 4 to 6 (see 
Appendix IV). 
At the first interview the participants who went to the dentist had a mean OHIP 14 score 
of 16.1 impacts while the non-attenders scored nearly half that at 9.21. At tile second 
interview the attenders scored a mean of 5.1. Most had had some treatment in tile 
interim which might explain why they scored a lower level of impact at tile second 
interview. The non-attenders scored 10.6 which was higher than the attenders and 
higher than their previous score. For OHIP 14 results please refer to Tables 4-6 in 
Appendix IV. 
An illustration of low relevance and thus low impact despite high clinical need can be 
seen in the following example. On the day the picture of Boots (Figure 7. ). was taken lie 
scored an impact of 15. This is in contrast with Margaret who, despite having a 
relatively low clinical need, scored an impact of 34 at the first interview. 




The data demonstrated that the ways people spoke about oral health \'aried bem-een and 
within individuals. The early stages of data analysis were concerned with sirnply 
marking the indications being observed as the participants spoke. The purpose of data 
analysis was to constantly compare each of these indications noting ho"N- they \'aried and 
related to each other in memos. As outlined,, these operations follow the formal method 
of observation (Luhmann, 1999; Spencer Brown, 1969) and grounded theory. The goal 
was to discover the distinctions which were being used by all participants when they 
talked about their oral health. The aim was also to discover the core distinction and to 
establish how it operated to dominate and organise each of the other distinctions. The 
steps of the data analysis are summarised through the chapter. The core distinction. 
cconstructing the margins of relevance' was the social psychological process of marking 
the relevance of oral health for someone. As a core distinction the 'margins of 
relevance' was a matter of degree ranging from a hypothetical extreme of 'super- 
relevant' to 'not relevant'. For some it was most relevant while for others it ý, N, as, as one 
participant described, 'peripheral' in relation to the rest of their lives. The analysis and 
generation of the results was sensitised through the concepts of constructivism, 
autopoiesis and distinction theory (Section 3.10). The participant was conceived as an 
autonomous system selecting through communication what was significant about oral 
health. 
The emergence of what was selected as real for them was constrained by the nature of 
their relationship to their environment; constructing the margins involved a continual 
selection of meanings from a horizon of available possibilities. These were organised 
around the various positions which people could adopt on each of seven dimensions. 
These seven dimensions represent the 'environment' or outside of the interface bev'N, een 
psychic and social systems. The position adopted on each dimension indicated 
something about the degree to which oral health was either super- re I evant or not 
reIcN, ant. It seemed that different positions with respect to each of the different 
dimensions of talk about oral health were contagious in that they together tiley 
supported each other to construct a greater or lesser degree of rele%, ance. For a 
diagrammatic illustration of positioning on the \, arious dimensions see Figtire 16. 
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As people spoke about their oral health they would quite often see contradictions in 
both their own and others perspectives. It was common to find that a persons po- Ition 
on one dimension might contradict their position on another dimension. The resulting 
paradoxes were the core mechanism for the process of setting the boundaries of 
relevance. These could act as a reality check, stabilising the margins of relevance. or 
prompting change. Constructing the margins would therefore require a continual 
process of negotiation between different and conflicting perspectives. Constructing the 
margins required people to draw upon and consider the other perspectives that they 
could adopt and compare these with their own. When confronted with such 
contradictions the margins of relevance could be replicated or adjusted. Adjustments to 
the margins of relevance could occur through three stages of recognising, conterilplating 
and justifying positions. 
In some cases the margins cumulatively adjusted towards super relevance or resigned 
relevance. Both extremes met their own contradictions and both held potentially 
detrimental consequences. Alternatively, severe external interruption could trio(yer 
abrupt reduction of relevance. This change excluded reflection - external interruptions 
displaced the relevance of the mouth without the time or need for testing. The change 
could only be observed as a leap rather than a process, but it did demonstrate 
contrasting types of relevance. For a diagrammatic illustration of the margins of 
relevance see Figure 17. 
As outlined, the data analysis was guided by theoretical assumptions, methods, and 
sensitising concepts. It was assumed that the person, as a psychic system, ý'vas an 
autopoietic system. That is, they systems recursively reproduce themselves through 
their own operations. They continually refer back to their previous communications in 
order to give meaning to events. Psychic systems are separate from. but co-determined 
with, the environment. They are autonomous rather than interdependent with each other, 
there is no shared understanding. The latter assumption explains ý'N, -hy there is variation 
between the meaning of oral health for different people. The autopolesis of social and 
psychic systems is a radical constructivist theory which holds that meaning is ernergent 
rather than pre-existing or shared. 
Likewise the theory of the margins of relevance is emergent. The method followed the 
axiorns of The Laws oj I Foi-m (Spencer Brown, 1969) and is congruent xvith the coding 
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techniques of grounded theory. The core organising distinction. 'Constructilic-, the 
margins of relevance' is congruent with the core category in grounded theory but 
operationalised through distinction theory. Paradox is central to Luhmann's theory and 
served as a prime sensitising theme in this study. Contradictions did indeed emerge as 
people spoke about oral health related quality of life. Different perspectives appeared 
paradoxical yet when unfolded were equality valid. 
The following section is a discussion of the implications for assessments ot'quality of 
life. The discussion also takes the analysis of the results forward, breaking down the 
processes of observation into social, material and temporal aspects of observing. This 
further analysis integrates the results into the distinction theory that underpins the 
methodology. Viewed in this manner, the data exemplifies the constraints (represented 
by the seven dimensions) that modify the distinctions that can be made by individuals. 
In this way this study has enabled the observation of the links between the individual 
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DISCUSSION 
7.1 INTRODUCTION 
This study aimed to find out how assessments of oral health related qualitý- of life 
(OHRQoL) vary between and change within individuals. The results demonstrated that 
the ways people spoke about oral health varied between and changed within individuals 
over time. The core theme 'constructing the margins of relevance* , ý-as the social 
psychological process of marking the relevance of oral health. The margins of relevance 
was a matter of degree ranging from a hypothetical extreme of 'super-relevant" to *not 
relevant'. For some it was most relevant while for others it was not relevant. What was 
already relevant guided what was to be found relevant. This can be expressed as a 
'relevance feedback loop'. 
The inclusion of the 'relevance feedback loop' allows for the conceptual I sation of the 
full recursivity of oral health related quality of life. The relevance of oral health related 
quality of life was articulated along seven dimensions demonstrating the interface 
between psychic and social systems. The use of these dimensions helped explain the 
psychosocial context within which oral health related impacts would occur. It is 
therefore suggested that if oral health related quality of life is to be indicated adequately 
we must seek a form of measurement which takes into account this combination of 
relevance and impact. Oral health related quality of life is therefore in the first instance 
a two-sided form. On the one hand we have relevance and on the other we have impact. 
Current quality of life indicators are tremendously useful because they have enabled us 
to measure in some way the impact of oral disease on everyday life. The measurement 
of impact is therefore a good starting point. What is necessary is for us to move 
forward and to develop some sense of how to combine the measurement of impact \ý ith 
soi-ne indication of relevance. This thesis is therefore proposing that current measures 
of quality of life could be developed further by combining them with some account ot, 
relevance. Oral health related quality of life is therefore defined as the cyclical and self'- 
reiiewing interaction between the relevance and impact of oral health in everyday life. 
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That oral health related quality of life is a two-sided form has consequences for oral 
health related quality of life assessments. Current assessments only measure one side of 
the form, that is, impact. It would be useful to develop measures that take account of 
both sides of the form and their recursive nature. 
A person's clinical status may affect their oral health related quality of life but in turn. 
their oral health related quality of life may affect their clinical status. The relevance 
feedback loop is at the same time both a construction of relevance aiid the 
predisposition to observing relevance. It is an inherent characteristic of this process that 
the margins of relevance differ between people and change over time. It follows that it' 
the margins of relevance move, then assessments of quality of life %vill vary. The 
primary aim of the discussion is to consider how the margins of relevance affects 
assessments of quality of life. 
These data demonstrate the existence of response shift in assessments of oral health 
related quality of life. Changes in the margins of relevance can be seen as changes in 
internal standards (beta change) whereas changes in the relevance of dimensions can be 
seen as changes in values and reconceptualisations of quality of life (gamma change) 
(Allison, Locker, Feine, 1997; Sprangers and Schwartz, 1999). However, these data 
move beyond the very linear, cause and effect approach to the response shift model. 
That quality of life can be conceptualised as recursive rather than linear holds a prilliary 
implication for this study and can be regarded as contributing to a new definition of oral 
health related quality of life. Before the advent of oral health related quality of life. 
health, disease and outcomes in dentistry were assessed via professional assessments of 
clinical status. The introduction of 'subjective' indicators represented a shift to 
measuring the impact of oral disease rather than the disease itself Willie these are 
termed 'quality of life' instruments, the), are largely limited to the assessment of impact. 
The 'relevance feedback loop' brings new dimension to the assessment of oral health 
related quality of life through the redefinition of quality of life as a self-rene\\ iiig cycle. 
A further implication is that people have differing \'alues, conceptualised here as the 
margins of relevance. It has been suggested that the defining characteristic of a meastire 
of health related quality of life is that its items refer to aspects of daily life that 
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individuals value (Locker et al., 2002). Items must be relevant to the people assessed. 
However, as we shall see existing instruments may only loosely correspond to what 
people talk about. They tap some of what is relevant and to varying degrees. There nlay 
be items that are not relevant to some people while they are super-relevant to others. 
This is demonstrated in the difference in the margins of relevance between people (see 
Results Section 6). These data show that what people value varies between individuals. 
changes over time, and is constrained by their experience. 
In this discussion the aim of the study is first addressed, that is. how do assessments of 
oral health related quality of life vary between and within indi'viduals? The direct affect 
of these variations is that assessments of quality of life xNill also vary and change. The 
relationship between the two is discussed. 
These data demonstrate that the construct (quality of life) is subject to change. Indeed, 1C 
the margins of relevance move, then assessments of quality of life will var. y. It is 
suggested that an arbitrary benchmark might be agreed upon from which people's 
respective margins of relevance could be compared. The consequences and some 
possible solutions to these problems are considered. 
This new conceptual isati on of quality of life is further proposed as a new way of 
thinking about health (Antonovsky, 1979; Cornwell, 1984) that encapsulates current 
definitions while explaining health as a self-renewing process that is particular to 
individuals' interactions with their environments. What then follows is a review of 
other work through which the findings can be compared. This includes the relationship 
between psychological and cognitive approaches and the data, the 'paradox of health' 
which has been considered as a manifestation of 'response shift' (Allison, Locker, & 
Feine, 1997-, Sprangers & Schwartz, 1999) and in sociological work around chronic 
illness (Bury, 1982; Williams, 1984; Bury, 1991). Both suggest that people adapt in a 
manner that is particular to them but the various processes people use. and the inherent 
circularitv of this process, until now have not yet been fully conceptuallsed. 
In the final section the methods are considered in relation to the aim. First, the design ot 
the research is compared Nvith the CASP guidelines (Milton Keynes Primary Care Tru,, t. 
2002) for quality. Secondly. it is maintained that the methodology has provided a noNcl 
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and useful approach to address the aim of the study. In this section the interaction 
between person and environment is explained with reference to the seven dimensions 
that emerged in the data. The participants' process of positioning on each of the 
dimensions has enabled the links between the individual and the social structure, with 
the dimensions representing the constraints of the social structure. The notion of' 
'habitus' is introduced and operationalised through distinction theory. It is suggested 
that the use of this concept enables the existence and power of the social structure to re- 
emerge in constructivism. 
7.2 HOW DO QUALITY OF LIFE ASSESSMENTS VARY 
BETWEEN AND WITHIN INDIVIDUALS? 
These data demonstrate that people are in a continual process of constructing tlieil* 
margins of relevance and that the margins will vary between people and differ within 
people over time. Figure 10 demonstrates relevance in relation to the seven dimensions 
for the contrasting margins for two people. It shows that some people observe fewcr 
dimensions and of those, the position taken may render oral health more or less 
relevant. As a consequence when completing a quality of life questionnaire such as the 
Oral Health Impact Profile (OHIP) (Slade & Spencer, 1994), a clinical need maýr not 
.) ul o relax ýTic 
tt register as an impact. For example, the question: "Have you found it dif 
because of problems with your teeth, mouth or dentures? " seemed outside the 
experience of some participants who had a high clinical need but indicated low margins 
of relevance. They were likely to respond with 'never'. Understanding the relevance of 
oral health in such everyday contexts, it is argued, allows some understanding of the 
mechanisms underlying how this might emerge. 
The lack of correlation between the level of disease and impact occurs because, from 
the perspective of systems theory, one does not cause the other there is no direct link 
between the two. Aspects of disease, which relate to the body, and the psychic svstern 
are two different systems. From this perspective systems cannot determine effects on 
each other, they can only indirectly trigger effects. Conceptual models of qualitý' ot'life 
and health posit that the presence of disease creates an impact. Hoxvcver, an inipact i-I-, 
onIV a perturbation, that is, a response to a trio(Yer (Luhmann, 1984. Maturana &-, Varela, 




no linear process of cause and effect between systems. There may be an impact as a 
result of perturbation but not necessarily. Thus. in the OHIP questions (Appendix 111). if 
a person was used to having oral disease there may be little perturbation and the 
response to the OHIP question would indicate a low impact. A good oral health related 
quality of life would be read from such a response. It is the assumed link bem-een 
disease and impact that creates paradoxes. Levels of disease and responses to irripacts 
are of two hierarchies which, when entangled through assumptions of cause and eftect. 
appear as paradoxes. 
The link between disease and impact is mediated by the margins of relevance. Indeed 
the margins of relevance define the meaning constituting process of an impact. When a 
person experiences an impact the margins of relevance intervene to affect what the 
impact actually means. Depending on the level of relevance, the impact may have two 
different outcomes. If oral health is relevant, an impact is likely to constitute a 'trigger' 
in the sense of Zola (1973) to attend the dentist or to do something about the impact. It' 
oral health is not very relevant, the effect may be to trigger a sense of worthlessness. 
Alternatively the impact may trigger a desire for treatment but at the same time serve to 
trigger a process of thinking about the constraints of a persons oral health. 
Why levels of impact vary between people and within people over time depends on the 
relationship between psychic systems and the environment. Differences in people's 
expectations and the way people experience their environment means that their margins 
of relevance differ. The connection between psychic systems and their respective 
environments can be considered with regard to the seven dimensions that emerged in 
this study. The meaning of each of the dimensions mediate the response to the impact. 
For example, if a diseased mouth is seen as authentic, as the natural mouth, and the 
person has some level of disease the same person may not feel that self-conscious. As a 
result they might respond with a low impact to questions regarding whether or not they 
feel self conscious about their oral health. It has also been demonstrated that the 
dimensions can be contagious. Where a position on one dimension is taken, it may 
affect the position taken on another dimension. For example, a lack of trust in tile 
dentist may mean that oral health as a commodity is rejected. 
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The seven dimensions of oral health that emerged in this study differ from the 
domains/dimensions on which oral health related quality Of life measures are hased. 
Current methods of assessments such as the OHIP are based on social role theorv. Yet it' 
a persons role in life is unaffected by oral disease, it is likely that there \\-III be no 
perturbation, and thus no impact will be indicated. Clearly there are more dirnensions to 
oral health related quality of life than impacts on social roles. The meaning of Dentistrv 
for example, shows that dentists themselves have a role to play in the relevance of oral 
health related quality of life. If Dentistry is distrusted it can affect the rneanin,,; of otlier 
dimensions and the overall effect will be to reduce the relevance of oral health. The 
implication of the effect of the margins of relevance on the link bet\N-een the disease and 
impact is that there is an important interaction between the margins of relevance and the 
impacts being measured in OHRQoL indicators. 
The following sections discuss: first, how changes affect assessments of oral health 
related quality of life and secondly, the processes that mediate between subject change 
and within subject variation. 
7.2.1 Why do quality of life assessments vary between and within individuals? 
How people construct the margins of relevance of oral health applies to why 
assessments vary between and within individuals. Assessments, such as the Oral Health 
Impact Profile (OHIP) (Slade & Spencer, 1994) enquire about oral functional limitation, 
oral pain and discomfort; and the psychological and behavioural impacts of oral 
conditions. Research into oral health related quality of life verifies the importance of 
oral pain along with other impacts as well as the positive aspects of oral health (Locker, 
1988; Sheiham, Maizels & Cushing, 1982; Sheiharn & Spencer, 1997). 
The differences that emerge stem from the difference between clinical and subjecti%, e 
ex, aluations of health. These lie in the differences between concepts of health and 
disease. Disease is a pathological or physiological process or state, \vllereas illness 
represents the psychosocial phenomena that may accompany disease (Locker & Slade, 
1994). This study has explored how subjective responses vary and change alongside 
disease. These data demonstrate that the margins of relevance \, ary betý, N-een people and 
within people over time through self-reference, defined here as a rele%, ance teedback 
loop. It follows that if the maniins of relevance move. then assessments of quality of l1fC 
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will vary. This section provides some specific examples of a4justment of meaning while 
the following section considers the difference between impact and relevance as a new 
way to understand the concepts of 'health' and subjective responses to disease. 
An example taken directly from the data demonstrates a change iii the mar(lins of 
relevance that would likely affect a change in assessments of quality of life. Gary (Pa(-, e 
157) had his broken front tooth repaired and was pleased -with the result. Howexer, he 
noted himself that he may now focus on other faults: -Happier with it now and I 
suppose start picking holes in the other ones" (Gary, 10/11/01). Likewise, Maureell 
(Page 157) said that the first interview itself had highlighted the relevance of oral health 
for her: 
"I look at peoples teeth all the time now, well the people that Fvc noticcd 
since the last interview, because I've been noticing niore " (Maurc, en. 
12110101). 
Both these people could potentially indicate the same degree of impact or even 
demonstrate a change towards greater impact when completing an impact questionnaire 
despite the fact that they both had their oral disease treated. 
7.2.2 Implications for the measurement of oral health related quality of life 
In the results of this study people adopted positions on a number of different dii-nensions 
of meaning in relation to oral health. These dimensions constitute what might be called 
the 'symbolic order' of oral health. The results of this study show that the measurement 
of oral health related quality of life needs to take account of these dimensions. This 
symbolic order is much more expansive than current models of oral health related 
quality of life which have been derived from role theory (Parsons, 1972). 
In order to go further than this and demonstrate the implications of this study for the 
measurement of oral health related quality of life it is necessary to explore graphically 
the relationship between relevance and impact. Figure 19 explores one way of applvilig 
the relevance feedback loop to the measurement of impacts on quality of 111'C. The 
diagram has two parallel vertical axes, the front axis represents relevance and the rear 
axis represents impact. In the diagram the dimensions cross cut relevance and impact,, 
horizontally. These dimensions can be relevant, indicated by a black box on the front 
set of' boxes. Figure 19 shows the margins of relevance at one point in time. Where 
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there is no coloured box then the relevance of that aspect of quality of life remains latent 
I. e. it may be observed as relevant at a later date. 
The rear set of boxes represent potential impacts. If a box is coloured this indicates that 
an impact has occurred. Where there is no box coloured the impact remains a potential 
impact. The combination of relevance and impact produces a complex two-dimensional 
matrix for the measurement oral health related quality of life. For example, in this 
instance the relevance of the norm in relation to oral health and disease is latent and the 
impact remains a potential impact, it is therefore a latent but potential impact whicli 
might occur at some time in the future. 
The two boxes representing the meaning that attribution has for this person show that 
oral health is attributed to external effects. In turn there is an impact related to these 
effects. In other words the fact that oral health is out of the persons control is confirtned 
by the presence of an impact on their perspective of oral health, from factors largely out 
of their control. For example, Barry, (Page 173) indicated external attributions and had 
experienced the impact of oral health problems: 
"They broke some more teeth. Igo in there, he took the filling out Qf that, 
put another in this side twice. No. No what happens is he, where I needed 
this, needed that, he, to charge moneyfor it, he drills out the teeth, pias a 
soppy filling in it, two days later, there goes the filling. I go back, drills 
more out, puts in another filling, and there it goes again " (Barry, 
27111100). 
At the same time, Barry (Page 146) indicated that oral health was a matter of choice. 
When shown the picture of the man with decayed and chipped teeth (Figure 3. ), Barry 
spoke of this as a matter of choice, that people do have the same opportunities: "if he 
wants something done about it he can" (Barry, 8/10/01). In this example the person is 
experiencing an impact because there is a 'lack of correspondence' betweell the 
confirmed 'relevant impact' of external attribution, and the relevance of choice. 
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Figure 18. Application of the relevance feedback loop and its implicationsfor qualit)- 





















Authenticity is relevant for this person and clearly from the position they ha,, e indicated 
on this dimension shows that they value 'naturaF oral health as opposed to what Nýere 
considered to be teeth that were 'artificially' enhanced in some way. The nature of 
-natural' oral health is however highly complex with the data demonstrating the hLl(, e 
variability of this dimension of meaning. For some 'natural' referred to healthy or 
treated teeth that nevertheless appeared natural while for others only diseased teeth \\ere 
natural teeth. This variety of meanings would be the subject of further inN, est i cyati oil. 
However, again, there is a 'lack of correspondence' between their concept of a natural 
mouth and their experience of their oral health. In this instance they might either feel 
they have problematic oral health despite rejecting Dentistry. Assessments of quality of 
life developed from this model would have to account for these conflicting positions. 
The different combinations represented by the boxes are therefore potential impacts, 
confirmed impacts, impacts where there is no correspondence and impacts \\, ith 
paradoxical relevance. These combinations require further statistical exploration and in 
addition further questions need to be developed to explore each of these different 
dimensions, including their interrelationships. These combinations are made more 
complex by their cyclical relationship. Impacts can trigger relevance, though not 
necessarily. Likewise, relevance can trigger the degree to which the incidence of disease 
does indeed become an impact. Likewise, relevant impacts from different dimensions 
can trigger relevance in other dimensions and these in turn can result in contradictions. 
For example, the relevant impact of no choice in accessibility when set against a 
relevant impact on the dimension of embracing commodity, can constitute a 'reality 
check' stabilising the margins of relevance. Alternatively this paradox may trigger 
changes through the drawing of positions on other dimensions. The person illaý' focus 
on the diseased mouth as the natural mouth despite an underlying embracing of 
Dentistry as a commodity and so on. 
If the corresponding boxes, front and rear are coloured, this represents an impact that is 
also within that persons margins of relevance. This is confirmation (Spencer Brown. 
1969) of a relevant impact. To some extent this idea mirrors the debate about needs. The 
concept of need best suited to this approach is that adopted by Rawls (197 1) where neeLl 
is not seen in essentialist ways as in 'Maslow's (1970) hierarchy (Rose. 1997). Rather 
than viewing needs as a fixed or real phenomenon, it is more appropriate to talk ol' Z71 
199 
Discussion 
'claims of need' (Rawls. 1971). The theory of oral health being presented here indicates 
how claims of need emerge. In this theory a claim of need %\-ill emerge x\here a person 
has a relevant impact and in the words of Culyer (1995), they are in a position xý-here 
they are best able to benefit from services. 
The implication is that claims of need may occur through relevant impacts and these 
may occur along seven dimensions of oral health. The subsequent indication is that this 
conceptual 1 sation of oral health related quality of life contains an in-built pressure for 
differentiated patterns of demand. These patterns would in themselves create a pressure 
towards more differentiated service configurations and treatments. Put another waý-, 
since people are the environment of dentistry, it is not remarkable that dentistrN, as a 
social system would begin to reflect the 'need' for what some might call largely 
cosmetic dental treatments, for example, bleaching and white fillings. Existing 
approaches to quality of life would define 'benefit' as a reduction in impact. The 
recursive approach to quality of life would define benefit as a change in impact and/or 
change in the margins of relevance. 
Figure 19 presents how the meaning of the model developed in this study might relate to 
existing models of change in oral health over time. In this figure the margins of 
relevance could be simplified to be represented by 'expectations' and the impact of oral 
disease might be simplified to 'experience'. Therefore the combination of relevance and 
impact might interact in a similar way to changes in the gap between experience and 
expectations in Calman's (1984) gap theory of quality of life (Calman, 1984ý1, Carr, 
Gibson, & Robinson, 2000). On this diagram the possibility of movements in 
expectation and experience is bounded by the margins of relevance. A process \ýhich is 
similar to the underlying processes of discrepancy theory (Higgins, 1987) N\1-iich is 
centred on observations of the difference between the actual and ideal-self. The model 
proposed in this study is nonetheless better able to cope xvith the underlying complexity 
of quality of lite because it outlines that indicators should account for potential and 




Figure 19. Changes in oral health related quality of life over tinte. 




Quality of life 
7.2.2.1 Changing relevance 
Figure 18 illustrates the two layers of the two-sided form of oral health related qualitv 
of life. It graphically demonstrates oral health related quality of life as a cyclical and 
self-renewing interaction between the relevance and impact of oral health in everyday 
life. Potential impact is represented on the rear layer, and the potential margins of 
relevance is represented on the outer layer. Relevance in this context includes values, 
beliefs but also expectations. Impact is akin to experience with the inargins of relevance 
drawing the boundaries that affect the quality of life between experience and 
expectation (Calman, 1984b). 
Actual impact is shown by the coloured boxes. The margins of relevance are slim\ n by 
coloured boxes on the outer layer. All possible combinations occur within the horizon 
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of possibilities for a particular person and these contribute to, and are constrained by. 
that persons margins of relevance. The environment is articulated in this study ill the 
dimensions of meaning that oral health could have for different people and is subject to 
change. Figure 18 presents an example of the different possibilities of impact and 
relevance at one point in time. More complex changes and stabilisation could emerge t7 
in contradictions. 
7.2.2.2 Change through contradiction 
The data indicated that the observation of contradiction leading to change ovel- tillie. 
was the core mechanism for both changing and setting the margins of releN, ance. This 
mechanism explains how people's expectations might appear to remain stable. People 
could replicate their margins of relevance by adopting positions which countered the 
contradiction and supported their existing margins of relevance. The adoption of 
alternative positions could circumvent or neutralise contradictions. While the margins 
of relevance could appear 'replicated' with no change, the development of immunitN, 
structures (Section 5.10.1.2.6. ) corresponded with an internal change that n1aintained 
the margins of relevance. 
The most basic contradiction involved the realisation that oral health was at the same 
time both relevant and not relevant, that is, realising the denial of relevance. Some 
participants (Sandra, Page 165) said that they actively denied the relevance of oral 
health, implying that denial was temporary and suggesting a tacit acknowledgement that 
the mouth was, in fact, relevant. The observation of this discrepancy could prompt a 
person to confront the contradiction but this would occur from the perspective of \vhat 
was possible for them, that is, within their horizons of possibilities (the vertical bars in 
Figure 14). The observation of these different perspectives could therefore contribute to 
subtle or dramatic changes in the margins of relevance. 
The different dimensions provided a range of possible meanings which provided scope 
for paradoxes. Paradoxes could also emerge from the multiple perspectives that people 
continually encounter in their everyday lives. Temple (2001: 396) analysed 
contradictions that emerged in people's narratives and exemplified the way a 
perspective was dependent, not only on the observer, but on the time as X\cll as place. 
Thus the mouth may be relevant in one context and not another. The inconsistencies are 
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not 'mistakes'. they are observations made at different times and in differing contexts. 
Contradictions are a fundamental part of the process of an attempt to "find out who you 
are and to explore possible futures and ways of dealing -ývith them" (Temple, 2001). 
Usually, within subject change centred on the relevance feedback loop. It began xvith an 
exploration of other possibilities and involved recogn'sing conflict in the positions 
adopted, contemplating alternative positions to be adopted. comparing these with 
current positions, making adjustments, and then justifying the newly adopted positions. 
Talk about the relevance of oral health could then be described as a transitional phase 
(Day Sclater, 1989), a safe place where the possibility that oral health was relevant 
could be explored and tried on for size without commitment. People could observe or be 
guided by the social structure in different ways in a constant process of negotiation to 
select the most functional, or least problematic. position. When contradictions acted as a 
reality check, they served to integrate internal and external reality and therefore 
generate a new emerging quality of life. 
7.3 IMPLICATIONS FOR QUALITY OF LIFE ASSESSMENTS 
Variation in assessments of oral health related quality of life could have possible 
implications for quality of life assessments and for definitions of health. If the margins 
of relevance vary between people and can change over time, it may have implications 
for the validity of quality of life data. It may also need to be considered carefully ýý'Ith 
respect to the use of health related quality of life data in evaluative research, clinical 
trials and other longitudinal research. Likewise, if quality of life instruments were to be 
used, without the support of clinical data to assess need, they may perpetuate 
inequalities and condemn people to their social roles. People with less clinical need maý' 
report higher impacts than others with greater clinical need. Also considered are the 
emergence of dimensions of oral health that have not previously been considered. and 
the consequences this has for the constraints under which people live. Underlying these 
issues is that the incidence of disease, and the effect it has on health related quality of 
life, cleafly means different things to different people. Finally, the findings in this studý' 
have implications outside oral health or quality of life. These are outlined and relate 
primarily to general health inequalities and social exclusion. First, the implications for 
this study in relation to definitions of health are observed. 
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7.3.1 The future 
Quality of life assessments have been described as the equivalent of *complaint 
checklists' (Hyland, 1998). It is clamed that quality of life scales do not measure 
functional ability but measure willingness to complain about perceived functional 
ability. When quality of life is measured in this way the concept becomes equivalent to 
an absence of health complaint (Hyland, 1998). It can be equated with the gap between 
experience and expectation and is thus compatible with Calman's (1984a) theory of 
quality of life. Quality of life measures highlight people's unmet expectations but do not 
measure either satisfied or latent expectations. It therefore measures the upper end of 
Calman's gap, expectations, rather than the degree of gap, that is, quality of life. hi 
Calman's theory if the gap between experience and expectations is large, a lokN-cr leN'cl 
of quality of life is indicated than if the gap is narrow. At the same time in quality of life 
assessments latent expectations remain hidden. If items refer to aspects of daily life that 
are important to the population being assessed (Locker et al., 2002), it would then be 
possible to assess the degree to which impacts that are indicated affect quality of life. 
The findings in this study suggest that quality of life assessments measure what is 
relevant to particular people. It is suggested (Hyland, 1998) that items need to refer to 
all aspects of daily life that are of value to people being assessed. However, if people 
construct their own margins of relevance, it becomes a challenge to design measures to 
cope with a universal range of relevance as it doesn't exist even within indi\, iduals. 
Further, that relevance feeds back into notions of what quality of life means for 
particular people has implications for the construct validity of health qualitý' of life 
models such as that of Wilson and Cleary (1995). Models such as this break health 
quality of life down into stages that largely determine each other. This research has 
shown that constructs can be conceived as near autonomous forms of observation that 
may not affect each other in a linear or deterministic manner. They tend onlý, to affect 
each other in ways that are relevant to the affected construct. 
The forgoing has implications for the ability of the methods used to account for 
response shift. While response shift demonstrates the processes that occur in linear 
change from impact to quality of life, it does not allow for the manner in %N-hich quality 
of life feeds back into itself A person's final expectations of quality of life are likely to 
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affect their response to an impact. At the same time. response shift does not take 
account of the way that social meanings and material conditions affect health related 
quality of life. 
First, the simple relationship between disease and quality of life is considered. In oral 
health, as well as in general quality of life, the relationship between subjective and 
clinical measures is often weak (Breetvelt & Van Dam, 1991, Cushing, Sheiharn 'k 
Maizels, 1986). This was evident when the results of the OHIP 14 used in this study 
were compared with the criteria for recruitment. Those participants ývho did not go to 
the dentist often scored a lower level than those who were regular attenders despite their 
similar clinical status (Appendix IV). The conclusion is that quality of life instruments 
need to be placed in the context of the individuals being assessed. As measures stand. 
they are situated as though there was no context and that what is of N'alue to particular 
individuals, or what is relevant, is the same across populations and is stable. 
Individualised Quality of life measures, such as the Schedule for Evaluation of 
Individualised Quality of Life (SEIQOL) have been designed to allow patients to 
specify those aspects of quality of life that are most important to them and to rate the 
impact of their condition on those aspects. However, individualised measures are 
unsuitable for between group comparisons (Robinson, Higginson & Carr, 2002) and 
they do not allow for the affects of the feedback loop that underlies change within 
individuals. 
A possibility for assessing to what degree the margins of relevance differ between 
people and over time is to compare them against a predetermined arbitrary benchmark 
of relevance. From this the differences in the gap between met and unmet expectation 
could be observed. One scale that could be used to assess the distance from the 
benchmark would be Nuttall's (1996) scale of dental indifference. This scale was 
developed as a method for detecting a lack of concern about dental health rather other 
barriers such as fear of the dentist. 
Alternatively, a new scale could be developed to allow for the different dimensions that 
emerged in this study. A Guttman Scale can be used to asscss a particular dimension 
using a relatively small set of homogeneous items that are unidimensioiial (RLISt 
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Golomboc. 1999). Items in the scale have an inherently progressive order so that 
people are likely to agree %,, -ith previous items. This could, begin ý'vith items that relate to 
an unconditional degree of trust and reduce to items that refer to complete distrust. If the 
person agrees with a statement they are likely to have agreed with those that occurred 
previously. The outcome of this type of measurement would be similar to Nuttall*s 
(1996) measure of dental indifference but related to particular dimensions. 
These solutions however, would not allow for the temporal aspects that occur throu, -, 11 a 
relevance feedback mechanism. The problem of change remains since the margins of 
relevance are changing in a continuous way. While it could be argued that an external 
reference point could be developed as an arbitrary point of reference from wilich to 
measure changes, the problem with this approach is that the margins of relevance arc 
charged with social and material relevance and consequences. It is not possiblc 
therefore to select an arbitrary point without at some point exposing the scale of 
measurement to be in some way socially and materially loaded or biased. The result is 
that one should perhaps consider measuring from the perspective of an absence of 
relevance or from the perspective of super relevance. 
Assessments such as these could be tested by summing assessments of quality of llfc 
with these scales of relevance/indifference. It is hypothesised that this combination may 
correlate more closely with clinical status and account for apparent paradoxes in health. 
According to the OHIP 14 data in this study this would appear intuitively viable. One 
participant (Barry) indicated that oral health for him was not very relevant, suggestillo 
that he might score a high level of indifference. Barry's OHIP 14 score ýý7as zero (see 
Appendix IV). He indicated that he never experienced any of the impacts in the last six 
months. This result may well have been a conditioned response due to the nature of the 
interview. However, at face value it would be interpreted as a good oral health related 
quality life. This would not correlate with his clinical status and Would indeed appear 
paradoxical. Barry noted himself that he had considerably decayed and missirig teetli. 
I-lowever, if his low level of impact was added to his high level of indifference, this may 
correlate more closely with his clinical status. 
NN"hile variation and change cannot be analysed using current statistical metho&. sonic 
interesting developments have also emerged within the field of cvbernetics and tý - 
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information science. These developments concern statistical methods that deal with 
feedback mechanisms within the field of cybernetics and information science and c, )uld 
be explored to cope with the reflexive nature of the margins of relevance. 
Findings similar to those in this study are found in the textual analvsis of scientific 
papers where meanings were found to be unstable. The aim to develop computerised 
, second-order' expertise or artificial intelligence faces similar problems to assessnients 
of quality of life. The specific problem is the dynamic. or 'fluid' nature of illealling. 
Lists of similar meanings were iternised and categorised in single scientific texts. 
However, when the same criteria were applied to multiple scientific texts, the sanle 
categories failed to emerge (Leydesdorff, 1997). 
Scientific texts were analysed and compared in terms of co-occurrences and co- 
absences of words. The three categories of 'theoretical', 'observational', and 
methodological' terminology were found in individual articles. However, the structure 
no longer worked when applied to multiple scientific articles. This was because the 
meanings of terms changed between papers and changed over time. Words changed in 
meaning depending on the context in which they were used. It was then not possible to 
use the same terms for information retrieval across different texts. The development of 
artificial intelligence demands that the variation, and changing of meaning, meaning ot' 
texts must be accommodated. 
The problem is outlined in very similar terms to the problem of 'N, ariation between 
individuals and change within individuals over time'. Speaking of the meaning ol'terms 
and their interconnections within differing contexts the problem for translating texts is 
that: 
"Not on4i, do the nodes and the links of the nm, ork change, bw what 
)fer among theoretical counts as a node and what counts as a link mav dýf 
Jýcrspcctl . ves, and also change over time. What may be a usefid term . 
/br ýi 
theoretical concept in one context may be used much more as an 
observational terin in the context of another article - (LeYdesdorff 199-). 
The result is that, just as variation and change means that quality of life assessments are 
limited in their applications, so scientific vocabulary cannot be 1-napl)ed for meaning 
xvith the purpose of electronic retrieval. The level of change also suggest,, garrinia 
change where there are several possible changes occurring at one time: 
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"the analyst is not able to distinguish empirically how much of the 
observable variation is dependent on change in terms of the changing 
positions of individual words against a more stable background 
vocabulary (Hesse's 'links), or on change in the vocabulary itseU'... 
(Leydesdorff, 1997. - 7). 
Leydesdorff describes this dynamism in terms of fluidity and flux and attributes it to 
'intertextual interaction' which is akin to the interpenetration of different forms of 
meaning. Earlier it was suggested that the concepts on health models are subject to noll- 
linear change as a result of the triggered affects that each have on the other. Sonle 
means of adjustment clearly needs to be incorporated into a model of recursi\, e change. 
It is suggested that while multivariate analysis can capture 'scientometric mappings' at 
different levels and at different moments in time, the representation in each of the maps 
remains static. It is suggested that what is need is a calculus to understand the fluiditý' of 
meaning development: 
"If both the categories and the values of the variables are in flu: V, one 
needs a calculus in order to understand their development... While the 
multivariate analysis allows us to draw 'scientometric mappings' at 
different levels of aggregation and at different moments in time, the 
representation in each of the maps remains static. Information calculus 
allows us to develop integrated models for the dynamics of science at 
different levels of aggregation (Leydesdoýff 1995; (f Theil 
Leydesdorfif, 1997). 
The same fluidity happens in quality of life. A picture is captured that does not allow for 
variation or change over time. It is suggested that 'infon-nation calculus' provides the 
possibility for integrated models for the dynamics of science at different levels of 
aggregation. A similar methodology could be developed and applied to quality of lite. 
The limitations of this study mean that it cannot extend to the development of non- 
linear statistical models but a future exploration of such a models could prove a 
productive way forward. 
7.3.2 The emergence of new dimensions of oral health 
This research has uncovered dimensions of oral health that have not been considered 
before but nevertheless have implications for assessments. The 'natural' bod%, or 
mouth, for example, appeared to be a relevant concept to most of the participants. \1(),, t 
mentioned the term 'natural' with a concern that the mouth should appear 113tLiral, 
though with difterent consequences. Some associated the diseased or impaired mouth 
with the natural mouth whereas for others 'naturalness' was a mark of a skilled dentist, 
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A clearer understanding of hoxv such different meanings. such as hoxv people see oral 
health as a natural entity, affect quality of life assessments would prove fruitful. The 
constraints of the dimensions of meaning also have implications outside qualitý of life. 
These are discussed in the following section. 
7.3.3 Implications outside quality of life 
Outside quality of life, this study represents one of few that hax-e focused on t1le 
attitudes and behaviours of people with such conspicuous dental disease. What has bccn 
written concerns non-attenders and how they might be encouraged to change (Finch ef 
al., 1988). There are few papers that tackle the question that confronts Dentistry - XNhy 
do some people not use dental health services despite the incidence of oral disease 
although there is a rash of comparable literature in medicine? Outside problems of 
accessibility this question could be left to commonsense assumptions and could result in 
victim blaming. However, this study goes someway to answering these questions in that 
oral health for some people simply is not relevant to their lives. Again, this reflects 
Marx' point that if one cannot have something, the desire vanishes (BotirdieLl, 1977: 
77). For example, if one cannot have oral health one is likely to find that one does not 
need it. 
The dimensions of meaning could therefore be considered in relation to questions 
around why some people do not go to the dentist. Although fear has been used as a 
rationalisation for not going to the dentist, it is thought that for many the reason is that 
teeth are a low priority (Blinkhorn, Hastings & Leathar, 1983; Nuttall, 1996). Why oral 
health is,, or appears to be, a low priority for some could be illuminated through the 
dimensions that constrain the margins of relevance in different ways for different 
people. The health literature suggests that assessments of quality of life vary bet', \'een 
social groups (Slade et al., 1996; Allison et al.,, 1999; Chavers et al.. 2002, Kat/, el al, 
2002). Some of these differences may result from the constraints of the dimensions that 
emerged in this study. All the dimensions that emerged in the data represent the ranue 
possibilities from which the participants constructed their margins of releN'ance. These 
dimensions therefore represent the social structure and it both produces, and is produced 
by the people themselves. Yet quality of life instruments present the meaning ofqualitý- 
offife as though it is constructed independently of the social structure. Clearly there is a 
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need to take the ,,, arious dimensions of the social structure into account when assessing 
individual quality of life. 
These are the first qualitative data that have purposively sought the 'ý'iews of people 
with socially noticeable decayed, broken or missing teeth. The finding that people have 
different margins of relevance has implications for the way dentists treat patients "Nith 
oral disease. There is a need to recognise the terms of reference of such patients. If it 
was understood that oral health was not relevant for some people in the context of then, 
lives, it would be possible to improve communications between dentists and patients. 
There is a need to be bear in mind that possibilities for oral health that fall outside the 
margins of relevance are latent rather than ignored. People margins of relevance should 
therefore be treated with sensitivity while at the same time dentists should try to expand 
the margins of relevance to give people the opportunity to empower themselves. A 
secondary analysis of these data, whilst not relevant to the current aim, could illuminate 
the approaches dentists could take with such patients. 
The findings have similar implications for health education and health promotion. The 
data illustrated that some people have difficulty in getting treatment. The contradictions 
that were met by some people in this study showed how the meeting of desire NNith a 
lack of accessibility contributed to or stabilised low margins of relevance through a 
'reality check'. Further, the questioning of Dentistry that emerged in the contagious 
nature of the trust/distrust dichotomy, meant that other oral health imperatives could 
also be discredited. The data suggested that messages from health promotion could be 
negated through their association with a distrusted Dentistry. Health education messages 
may be deemed less relevant because they are subject to the constraints of the social 
structure. The articulation of these constraints is profound for oral health education. 
Health promotion aims to help people take control of their own lives in order to improve 
their health (WHO, 1986). It follows that it is difficult for health promotion to succeed 
in its aim if for some people, oral health is not relevant. Yet there are also fears that 
raising the expectations of people Nvith poor health may reduce their quality of life 
especially if they cannot access oral health care. However, raising peoplc's expectations 
of health is part of the "critical consciousness" of improving comniunitý- health. Not to 
raise people's expectations is to dený, people their control over their oral health. 
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Reflecting on differing perspectives of reality on what is possible is part of the process 
of empowerment providing the force that alloxN-s people to take action to change their 
realties (Carr, Gibson & Robinson, 2001; Freire, 1972). 
This study has focused on the substantive area of oral health. However. the theory ot 
relevance could be generalised to other areas both within and outside health. It 
demonstrates that people not only vary in their margins of relevance but how this occurs 
and thus, how people come to be as they are. It shows ý, vhy people are not all the same 
despite the fact that some see people as existing in the same world with the same 
opportunities. This view emerged in this study, even by those who appeared to suffer a 
lack of access to dental care. The results of this study might therefore have implications 
for research into social inequalities and social exclusion. 
Systems theory, which has informed the methodology for this study, is often criticised 
for ignoring power imbalances. It has been charged with ignoring humanistic and 
emancipatory values (Viskovatoff, 1999) and of being a "deterministic affirmation of 
the status quo, a conservative apologia for an unjust social order; and a blue print for a 
technocratic dystopia" (O'Toole, 1985). However, Luhmann only set out to provide an 
analytical approach to the study of social (communication) systems. All values are 
generated from within the system. To understand how the world becomes as it is, and 
how values are produced whatever we might think of them, is the first step to correct 
what we might not like. Without doubt the processes are complex and have the effect of 
making those who are disfavoured by the social structure appear to authors of their own 
situations. Systems theory removes ideas of cause and effect and focuses on 
contingency - things are as they turn out and they could of course always be different. 
People construct their margins of relevance from an available horizon of possibilities. 
The relevance feedback loop further constrains and allows what is found relevant and 
what is not. 
In this study neither super-relevant nor not relevant was considered superior to the othcr 
and each could have detrimental consequences. The cost of oral disease in terms of pain, 
eating difficulty or embarrassment was expressed despite the indication that sorne 
resigned themselves, giving up the possibility of oral health altogcther. Fxtrerne super 
relevance could also produce problems. Cumulative adjustment towards super relevance 
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occurred through a process of adoption akin to habituation in adaptation level theory 
(Helson, 1964). As a result of extended relevance, a new reference point led to a 
changed position from where relevance was made. As Dubos (1959) has argued, there 
can be no utopia; the notion is too static and unchanging. There could be a continual 
need to meet expectations, so maintaining the gap between expectation and experiencc 
(Calmanl984a), and at the same time creating a continual adjustment of the niargins, ot' 
relevance. This theme is comparable with work on *body sculpting' (Giddens. 1991) 
and the 'body as a project' (Shilling, 1993) where identity is no longer stable but always 
under construction and emergent. It is formed reflexively through the asking of 
questions and the continual reordering of self-riarratives which have at their centre a 
concern with the body (Giddens, 1991). 
If the body is seen as a site to be changed and worked on, contributing to the self- 
renewal of expectations, the potential for social exclusion of others increases. One 
participant indicated that her expectations had changed from that of a moutil that was 
free from oral disease. She indicated that her mouth was now only acceptable for her if 
her teeth were white and straight to an extreme degree. If balancing meanings, througli 
contradictions, were not observed to stabilise or regulate the relevance of the mouth, the 
impact of relevance could be expressed in ways that could trigger changes in the 
margins of relevance of other people. Systems may co-evolve in one direction creating a 
continuous cycle of relevance that triggers communications about other areas of the 
body, or other people. This appeared in 'Positioning of commodity' where meanings of 
oral health could become requirements and obligations that were rejected by some. or 
embraced and propelled by others. From the positioning of commodity it provided the 
conditions for the possibility of body dysmorphophobic disorder on one hand, or the 
exclusion of the 'failed consumer' (Bauman, 1998) on the other. Thus where some IiVc 
outside social or health imperatives, others may contribute to their perpetuation. 
The dimension 'Positioning of commodity' contained contrasting meanings that held 
wider implications for the meaning of oral health. While it could be embraced, it could 
also negate the relevance of oral health. However, it could also have a broader impact 
on people's experience of the social structure. The notion of a *consumer society' and 
'consumption' carry both positive and negative connotations. Dcritistry was observed as 
a commodity across the sample but embraced by sorne and rejected by others. The 
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position taken feeds back into perceptions of dentistry which in turn feeds back into the 
margins of relevance. Where commodity was rejected. dentistry as a product could be 
seen as exploitative and associated with excess consumption. It was seen as the creation 
of a need rather than a response to a need thus trivialising oral health. This reflect-s 
Marx' point -just as lack negates desire, if one has access to a resource, it becomes a 
need (Bourdieu, 1977: 77). Through the positioning of commodity there 'was a tendency 
to sustain the positioning of Dentistry as untrustworthy and therefore unreliable and 
dishonest. Dentistry could therefore be seen as something that exploited the public with 
its unnecessary treatments and products while at the same time denying health resources 
to those in real need. The questioning of Dentistry as a commodity was contagious in 
that in constraining the horizons of relevance, it affected other dimensions. 
Dental public health imperatives require the individual to self-regulate and to submit 
themselves to continual monitoring (Lupton, 1995). Such imperatives could in turn 
combine with general views of Dentistry as a commodity to again produce the feeling of 
what it means to be a poor oral health consumer (Bauman, 1998). Within the data there 
were statements that demonstrate the way teeth can be a marker of those who might be 
favoured by the social structure and those who are not. The social class differences in 
oral health are already well documented. The normalisation of oral health has the effect 
of projecting an order on the way people are supposed to be and rendering anything else 
immoral: "The norm is the projection of the model of order upon human conduct" 
(Bauman, 1998: 84). On the other hand where such norms are resisted, through the 
normalisation of disease, legitimating codes have the effect of acting back. People maý, 
attempt to resist an order through normalising or avoidance of situations. 1-1wvever, this 
has the effect of making exclusion look like self-marginalisation by leaN'ing out tile 
forces that exclude. If people experience exclusion, they are likely to avoid situations 
and if they avoid situations, they are may find they are further excluded. 
This effect is akin to the hypothesis that argues that self-esteem functions as a 
'sociometer' that to monitor the degree to which the individual is being excluded b% 
others and motivates the person to behave in ways that minimise rejection or exclusion ( 
Leary ef al., 1995). It may compound social exclusion because people exclude 
themselves to avoid rejection by others. Poor oral health nlaý' contribute to social 




self-confident and popular (Shaw. Rees, Dawe & Charles, 1985. Fen(-,. NeNN-ton k 
Robinson. 2001; ShaNv & Humphreys. 1992; ,, e%\ion, Prabhu & Robinson. in press). 
but oral disease may also inhibit social interaction. 
7.3.4 Definitions of health 
A number of definitions of health have been proposed (Antonovskv. 1979: Blaxter. 
1990-., Cornwell, 1984; Illich. 1976a). Lay concepts of health haNe defined healtil 
through three dimensions. It has been defined negatively as the absence of disease. 
functionally as the ability to cope with everyday activities, and more positi%-ely as 
fitness and well being, but also as a 'reserve'. In the latter, good health is the po,., N-er oN'er 
overcoming disease even if disease is present while poor health suggests low resistance 
whether disease is present or not (Blaxter, 1990: 15-16). Alloxving for material 
conditions when people make observations, the interpenetration between the person and 
environment incorporates rather than separates the interplay of lay and medical concepts 
of health. Environment here refers to the psychosocial as well as the socioeconomic 
time and place in which people find themselves. 
These definitions can be unified through the core theme in this study, that onal health 
related quality of life is the cyclical and self-renewing interaction between the relevallce 
and impact of oral health in everyday life. Within this the relevance feedback loop 
contributes to a universal conceptualisation of peoples relationship with their health as a 
self-renewing process that is particular to the person but within the context of their 
respective environments. This can explain and operationalise, Dubos'concept of health: 
"Clearly, health and disease cannot be defined merely in terms Qf 
anatomical, physiological, or mental attributes. Their real measure is the 
ability qf the individual tojunction in a manner acceptable to himseýfand 
to the group qf which he is apart" (Dubos, 1959: 206). 
This definition explicitly defines health as a mutual interaction between person and 
environment. Conceptualising a person's relationship with health as the recursive 
constructing of the margins of relevance allows for the relativity of health. Health is 
particular to a person's framework which is in turn structured within that pcl-Wils 
socioeconomic and psychosocial environment. Further, as a self-renewing, process that 
generates itself, it allows for changing circumstances rather than depicting health as a 
static state. 
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People's circumstances have been shown to carry more xN, ei(-, ht as determinants of Ilealth 
than health behaviours (Blaxter, 1990). The approach to health sti, -, (-, ested in the margill-S 
of relevance provides a way of thinking of health that caives a latent autonomy to tile 
person without designating the person as entirely responsible for the circurilstailces ill 
which health is experienced. Health is dependant on the environmem in %\hIch the 
person finds himself or herself. The social structure or habitus is very much a -, uidill(-, 
and constraining if not controlling presence. 
The theory of relevance offers an explanation for this process. If because of tile 
constraints of a persons expectations, which in turn are constrained bN- their 
environments, a person can only see what is relevant to them, and all else is latent, 
possibilities of health as a resource are unobtainable. On one hand a person cannot be 
made responsible for what they are unaware of, what is for thern latent. On the other, 




7.4 VALIDATION OF FINDI'NGS 
This section will attempt to validate the findinLs of this study by triangulation with 
existing work on psychological and cognitive approaches, change and paradox. 
adaptation, quality of life in chronic illness and from work outside health in the 
sociological literature. Work within and outside oral health has highlighted 
of health', (Albrecht & Devlieger, 1999; Koch, 2000) and have attributed them to 
people's adaptive capacities. The processes that contribute to variation ýN-ithin people 
over time has been theorised from two main angles. These are 'response shift' (Allison. 
Locker & Feine, 1997; Sprangers & Schwartz, 1999), including psychological 
mechanism used in the response shift model, cognitive approaches and sociolo, -, ical 
work round chronic illness and adaptation (Bury, 1982-, Williams, 1984). Both SM-'(Test 
that people adapt in a manner that is particular to them but the various underking 
processes and the reflexive nature of how people cope with illness have not ý-et been 
fully conceptuallsed. In addition to response shift and chronic illness approaches, some 
oral heath research (MacEntee, Hole & Stolar, 1997. Schou & Eadie, 1991) has found 
that people adapt to changing oral health in old age. Other examples that support the 
data in this study are also discussed. These concern the 'natural' body, or not, and the 
relationship between the commodification of health and its effect on responses to oral 
health. 
7.4.1 Change and paradox 
7.4.1.1 Anomalies found in oral health 
Anomalies have been found in a some of the early studies of the social impact ol'dental 
disease where the relationships between clinical and social data were found to be wcak 
or non-existent (Cushing, Sheiham. & Maizels, 1986; Sheillarn. & Spencer, 1997). Latel-, 
it was discovered that improvement and deterioration could be expenenced 
simultaneously (Slade, 1998; Slade & Spencer, 1994) and that correlations bet'A'cen 
clinical indicators and indicators of social and psychological impact were sometimes 
weak (Locker, 1992; Locker and Slade, 1994, Coulter et al., 1994. Dini, McGratil. 'k 
Bedi, 20033)). It was suggested that the weak associations exist because tlic indicators oil 
1, ocker's (1988) conceptual model of oral health are mediated by tUnctional 111d 
expencntial variables (such as chewing capacity and pain) and soclo-denlograpilic and 
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other variables. It was acknowledged that further , N-ork needed to be completed 
exploring the variables that modify the relationships between the component parts of the 
model (Locker. 1992). 
7.4.1.2 Response shift 
Response shift (Allison, Locker & Feine, 1997: Sprangers & Schwartz, 1999) airns to 
account for the paradoxical findings in quality of life assessments. Such anomalies are 
problematic because they are not readily compatible with existing models of health 
(Locker, 1988; Wilson & Cleary, 1995) that depict a more linear process of change. 
Response shift was based on the theory of Alfa, Beta and Gamma change 
(Golembiewski, Billingsley & Yeager, 1976). It was later defined as a change in 
internal standards, change in values, or change in conceptual i sation of qualitý' oflife as 
a result of a change in a health state (Sprangers & Schwartz. 1999) (Section 5.6.1. ). As 
discussed earlier,, changes in internal standards (beta change) can be seen as changes in 
the margins of relevance and changes in values and concepts of quality of life (gaillma 
change) may be seen as differing relevance of the different dimensions noted in this 
study. However, these findings build on the response shift model in so far as they are 
not limited to the linear cause and effect approach. 
The response shift model posited a number of psychological mechanisms of change, 
some of which were outlined in Section 4.6.1. including adaptation and social 
comparison. Similar mechanisms were found in this study in the way people adaptecl. 
Adaptation level theory (Helson, 1964), cited in response shift, is convincing as a partial 
explanation of cumulative adjustment. People did change their values particularly in the 
instance where an abrupt adjustment occurred in the margins of relevance as a result of 
a change in life circumstances. A holistic view of oral health could change where the 
meaning of oral health was linked to function or disease. The meaning of oral health 
became more or less important for some people as margins of relevance altered. In this 
study Margaret (Page 160) reassessed the meaning of oral health related qualitý' of life 
\\-hen confronted with a family illness that out weighted her oral health problems. tier 
oral health became dramatically less relevant. At the same time she indicated that the 
meaning of quality of life for her had changed from one that included a positive aild 
holistic degree of health to one that was free from disease. 
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Likewise, social comparison, both upward and downward, emerged in the data as a 
mediator of contemplation and adjustment of relevance (see Section 6.6.2. ). 'Within 
work on response shift events, such as illness stimulate social comparison. As outlined, 
social comparison (Gibbons, 1999) in this study could be intrapersonal, comparing one's 
own past,, or interpersonal, comparing with others. It also involved compaxison xvith 
imagined scenarios. 
Comparison can produce positive or negative feelings about the self independent of its 
direction (Buunk, Collins, Taylor van Yperen, & Dakof, 1990). It can serve as an 
inspiration or remind people of where they do not want to be (Gibbons, 1999). In the 
process of contemplating in this study, downward comparisons were sometimes used to 
highlight personal oral health problems rather than to make the person feel better. 
Alternatively, upward comparisons were used to identify a standard to which the 
observer aspired (Jason, Page 175). 
As a moderator of the type of social comparison used, optimism (Myers & Diener, 
1996) plays a role in response shift (Gibbons, 1999). Differing levels of optimism were 
possibly indicated in observations made around general life topics at the beginning of 
the interview. Expressed lowered expectations were associated with a reduced margin of 
relevance indicated through several positions including a distrust of dentistry and lack 
of choice. 
The data indicated that the experience of having teeth restored set a new standard for 
comparison. Rather than a social comparison, a self-comparison occurred highlighting 
other defects. A change in expectations often resulted in other imperfections standing 
out. This was exemplified in an increasing desire and recognition of the possibilities for 
body sculpting (Giddens, 1991) where standards change and thus relevance changes. 
The similarities outlined between response shift and the findings of this study are 
congruent with linear processes of change. Response shift broadly describes people's 
adaptation to a changing state of health that is likely to result in a maintained quality of 
life. The model is of value because it attempts to separate and explain, rather than 
aggregate the different processes that contribute towards change (Locker, 1992). In 
quality of life assessments, including those used in oral health, if a person changes their 
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internal standards, and reconceptualizes the importance of the problem. a final 
assessment of 'quality of life' is a combination of several changes. This becomes a crude 
measure that does not explain the different changes. This harks back to the 'black box* 
of Culyer (1983) where the processes that occur between input and outcome are 
concealed. 
However, response shift tends to remain a one-sided approach, treating the person as an 
independent unity rather than one that is mediated by and interacts NN-ith its enN-ironnient. 
The response shift model also remains too linear. Unlike the processes outlined in tile 
construction of the margins of relevance, the model views the indiN-idual as a unitN* 
adapting to an external world rather than one which is situated withill, and affects and is 
affected by, a changing social structure. It observes the person from outside rather than 
observing as the person observes. The differing contexts in \ýýhich people live, and their 
response to it contributes to variation between people. The relevance feedback loop 
incorporates the environment, the circularity of the constructing of the margins of 
relevance, and something more. It brings in the interaction, operationallsed through 
relevance, of the relationship between the environment and the person. 'Fills 
relationship is an emergent relationship formed on the basis of an organised complexity 
(the person) rather than an individuallsed 'unity'. 
'Constructing the margins' both includes and excludes aspects of the environment as 
ones boundaries are shaped. This is achieved through the making of distinctions which 
in turn contribute toward the shaping of the social structure. For example, this can be 
seen where a disease free mouth becomes for some inadequate (Positionin, ý! of Z: 71 
commodity) and this may increase the standards which others must live by if not to teel 
excluded. The environment can also be affected in other ways for example. -Dentistry' 
might 'notice' that not all are committed to its imperatives. There may then be a desire 
to 'promote oral health' that inadvertently feeds into the notion of 'health as morallt\' 
further exacerbating inequalities (Lupton, 1995). 
The Wilson and Cleary (1995) model aimed to explore the relationship between clinical 
indicators and oral health related quality of life. The model stipulates a predon-iinantly. 
thouoh not strictly, causal linear relationship with five levels beginning xvith discase and 
followed by symptoms. functional 11mitation, general health perceptions and I-Inally 
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overall quality of life. Each stage is mediated by the characteristics of the individual and 
the characteristics of the environment. As demonstrated in this study. ýN I ilson and 
Cleary note that quality of life is not necessarily related to objective circumstances and a 
patient's preference or values influence general health perceptions and overall quality of 
life. While this is not a model of change, it has since been applied the concept of 
response shift to the model. Insight into response shift can be gained bý- assessiil, -, tile 
ways in which measures on the different constructs change relative to each other 
(Wilson, 1999). 
The notion of the relevance feedback loop is also compatible with the XN'ork of other 
researchers in quality of life who have noted that while some constructs, such as 
symptoms, are intuitively causal, it is not necessarily the case (Faý, 'ers et al., 1997: 
Fayers & Hand, 1997). However, they have remained in the either /or logic of cause or 
effect. That the various construct or dimensions of health are interactive, producilig 
multiple cause and multiple effects is left unexplored. 
7.4.2 Psychological and cognitive approaches to quality of life 
Personality, trait and cognitive theories have all contributed to our understanding ot, 
change in quality of life and its measurement. These approaches include Piaget's theory 
of child development, the distinction between affect and cognition in quality of life, the 
impact of negative affectivity on quality of life assessments, and social comparison, 
altruism, optimism, adaptation and coping. The latter are considered under response 
shift (Section 1.4.1. above). It is not possible within the limits, or aim, of this study to 
determine whether particular theories or traits influenced the oral health related qualitv 
of life of the participants. Indeed, as stated earlier, because such approaches are 
individually based they do not take many intervening and contextual variables into 
account. However, some tentative links are identified between some of the theories 
outlined and the data provided by the participants in this study. 
The theory of locus of control (Rotter, 1992) is central to health behaviour and is N, Cl, y 
similar to the dimensions *Positioning of attribution'. One of the properties of this 
dimension was that the feeling of control over ones oral health was linked to whethcr 
the cause of disease was attributed to internal or external events. Those who blanied the 
dentist for their oral disorders, for example, tended to feel that maintaining their oral 
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health was not in their control. It would not be appropriate to conclusively state 
incidents of the trait negative affectivity (NA). However, it might be suggested that, as 
with 'evaluations' as opposed to 'problems' of health (Section 3.6.1.1. ), more affecti ve 
cognitive processes may have an affect on the meaning of quality of life that is 
associated with concepts of health and illness rather than more objective or clinical 
measures of disease. NA is a general disposition to experience subjective stress. 
including aversive mood states such as anger, disgust, scom, guilt, fearfulness and 
depression. Individuals higher in NA report worse self-perceived health and more 
symptoms while NA's associations with clinical assessments are less consistent 
(Kressin, Reisine et al, 2001). Sally (Page X) who was critical of her teeth despite 
having good oral health spoke of a 'parallel person' that might not be so concerned 
about their teeth and described herself as 'insecure' bringing a more evaluative 
dimension to what oral health meant to her: 
"It depends on a parallel person, with my old teeth, who wouldn't dream 
of having their teeth done. It wouldn't be a necessity in their life. 
Whereas it meant something to me, I'm mean I'm vain, and um, - 
insecure, whereas somebody else may not be - insecure. Seýflcritical. 
They may be completely happy and self-confident" (Sally, 615101). 
Termed the 'symptom perception hypothesis' this finding states that high NA 
individuals are likely to perceive and/or complain about health concerns (Watson & 
Clark, 1984) causing heightened sensitivity to health conditions and their impact on 
well-being leading to inflated health complaints and worse quality of life. This appears 
to be a factor in the variation between participants such as Sally, and others, such as 
Fred, who indicated little impact despite having some disease. 
Cognitive personality theories, such as that of Piaget, concern how we come to 'know' 
and take two ontological perspectives: active (nativist) or passive ways of knowing 
(Cleitman et aL, 1999). It is the latter that is akin to the epistemological assumptions of 
the methodology used in this thesis. Indeed, radical constructivism largely stemmed 
from Piaget's (1932; 1950,1970; 1972) theory of child development. As an actl%le 
approach, and in the spirit of autopoiesis, the activity that builds up knowledge is the 
operating of that cognitive entity which organises the experiential world by organising 
itself. Epistemology thus becomes the study of how the mind operates, of the ways and 
means it employs to construct a relatively regular world out of the flow of its experience 
(von Glasersfeld, 1948). Piaget held that cognitive structures change through the 
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processes of adaptation. assimilation and accommodation. During each deN Clopmental 
stage, the environment is experienced through whatever mental maps that the indiN-idual 
has constructed. If the experience is a repeated one, it is assimilated, into the existing 
cognitive structure and a mental equilibrium is maintained. This is con(-, i-uent with the 
ýreplicating' of the margins of relevance in this study. If the experience is different ol* 
new, and equilibrium is lost, the cognitive structure may be altered to accommodate tile 
new conditions in the same way that this study identified 'contradictions' and 
'adjustments'. While this is put forward as a theory of child development it can be seen 
as a continual process of 'knowing', specifically demonstrated in the constructing of the 
margins of relevance. The same processes are what Luhmann describes as self- 
reference in the autopoietic process of self-renewal where psychic systerns look bepild 
themselves and compare what they observe with their existing structures wilich tilen 
may be adjusted to accommodate what is observed as different and perturbing. 
7.4.3 Adaptation 
Other work that demonstrates adaptation and change in response to health conie froin 
within and outside the dental literature. Both dental research and sociological work 
highlight the positive role and outcome of adaptation while response shift, including 
psychological approaches, demonstrate the mechanisms of adaptation from an 
individual point of view. 
7.4.3.1 Dental approaches 
Qualitative research in dentistry shows that people adapt to challenges brought about 
through dental disease and in particular, age related dental impacts. The adaptive 
capacities of elderly people emerged in the study of the significance of the mouth in old 
age. Rather than oral health in old age following a linear decline. the adaptive capacities 
of elderly individuals allowed a more positive two-way continuum of deterioration and 
recovery (MacEntee, Hole & Stolar, 1997). In an earlier study, tooth loss was both 
expected and accepted as part of the ageing process (Schou & Eadie, 1991). It ý11)pears 
that the participants had reconciled the problem for themselves by comparing it with the 
possibility of pain so adapting in their own manner. This type of change could produce 
similar paradoxes to those found in oral health related quality of life assessments and is 
compatible with the data in this study. 
Discussion 
7.4.3.2 Quality of life and meaning in chronic illness 
Health related quality of life concerns people's response health impacts rather than 
health problems themselves. This area has grown in importance as people haN, e begun to 
live longer but suffer from a higher incidence of chronic conditions. Chronic illiies, --, 
approaches are appropriate as dental ill health represents a preN, alent group of chronic 
disorders (Sheiham, Maizels & Cushing, 1982). 
Within sociology, valuable concepts have been developed in the study of the meanin" 
of chronic illness that are relevant to this study (Bury, 1982; Gerhardt, 1990-, Glaser 
Strauss, 1975; Williams, 1984). Central to this approach is that chronic conditions do 
not only affect people negatively. Through the making of distinctions of a temporal 
order, people have the capacity to reflect and so act back, adapting to, and 
accommodating health problems. It has been su gested that people strategicallý? aqjust 9 C, 
their own realities to accommodate the biographical disruption caused througli chronic 
illness. People's beliefs about the causes of illness need to be understood as a 'narrative 
reconstruction'. Through the experience of impact the narrative may be altered to 
account for the present disruptions (Williams, 1984). 
This work has also recognised that people's capacity to adapt and cope with health 
impacts has led to claims that a paradox of health exists, that people maintain a 
surprising level of well-being against the odds. Within work in chronic illness it is 
claimed that people's ability to cope has meant that surveys of disability and morbidity 
do not reveal the different experiences that lie behind such data (Bury, 1991). Again, it 
is pointed out that surveys that aim to measure quality of life also fail to address and 
measure the intervening variables that affect quality of life. These approaches uphold 
the xiew (MacEntee, Hole & Stolar, 1997) that not only is a biomedical model 
inadequate, but so are models that emphasise the negative side of illness. 
7.4.4 Outside health 
The findings in this study are comparable with sociological work outside dentistry. 
Constructing the margins of the relevance of oral health invok-ed a continual selection 
of meanings from a horizon of potential possibilities. These were organised around the 
various positions which people could adopt on each of seven dimensions. Positioning of 
authenticity concerned the 'naturalness' or 'unnaturalness' of teeth and their 
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relationship with the appearance of the mouth. A mouth could be describ d as attract' e iNe 
because the teeth appeared natural, or the same mouth could be described as 'unnatural*. 
and therefore inauthentic with a mouth full of less perfect teeth being described as 
superior because they were more 'natural'. 
The term 'natural' is loaded with positive and negative meaning. It has the poNN er to 
construct what is 'chemical' or'manmade' as negative or inferior to what is untouched in 
some even if that entails the 'naturalness' of disease. The notion can also have a reify"hu, 
effect whereby what are only ideas become legitimised as part of the natural order such 
as the notion that a women's right and natural 'place' is 'in the home'. The notion of' 
'natural as superior' permeates many areas of life and can be seen in the advertising of 
'natural products' fresh from the factory. Within the realm of the natural body it appears, 
for example, in the uneasiness surrounding the use of steroids to enharice physical 
ability: 
"the greatest public discomfort about body builders is that 'all those 
muscles somehow come out of a bottle; that there is something as 
synthetic, unhealthy, useless and faintly sinful (is plastic floii-crs about 
what they do and the ivay they look' (Gaines and Butler, 1980; 76): that 
there is discomfort about 'the impurity of the chemical bodv, the 
unnaturalness of the steroid body. "' (Mansfield & McGinn, 1993 
Monaghan, 200J. - 2). 
'Artificial interference' has a different outcome in dentistry but the concern oN'er the 
idea of naturalness is similar. For some of the participants in this study the artificially 
enhanced or repaired mouth was inferior because it was 'unnatural'. The code co- 
supported Positioning of character where the unnatural mouth was linked to vanity. 
effeminacy, inauthenticity, lack of personality and frivolousness. It was also linked to 
commodity and used as a symbol of'created needs'. 
These meanings had an impact on the margins of relevance for some people and are 
therefore important in terms of the way people respond to oral health and disease. and 
measures of oral health related quality of life. These codes together exernplify tile 
interaction between people constructing the margins of relevance and the shapin(,, 7 of tile 
habitus through which they make their observations. The construction of the inargins of 
relevance can therefore be thought of as part of the process of constructing of tile reallt\ 




7.5 TO WHAT EXTENT DOES THE METHODOLOGYMEET 
THE AIM? 
For this study it was necessary to understand how different people came to hold N-erN- 
different viewpoints around oral health as it related to qualivy, of life. The methodolog 
was chosen as a means to map and understand the observations of the individual %N-ho is 
reporting about how oral conditions affect functioning and xell-beingo. It ýN, as important 
to observe what the observer is observing. Systems theory has emerged from a number 
of disciplines including radical constructivisin (influenced by cognitive theory), 
phenomenology, distinction theory and autopoiesis producing a sociological theory of 
systems that are self-producing. Interdisciplinary research is necessary to gain a full 
understanding the interaction of individual and social meanings through which concepts 
such as 'quality of life' emerge. Together with grounded theory, systems theory is a 
psychosocial. approach: it encompasses social systems, such as dentistry, and psychic 
systems, the conscious meaning making of individuals. As a qualitatiN'e study, this 
project meets the rigour, credibility and relevance required for qualitative research. 'I lie 
assessments tool used to appraise this research was developed by the national CASP 
collaboration for qualitative methodologies (Milton Keynes Primary Care Trust, 2002). 
The design and conduct of this research meets the CASP criteria. 
For example, the CASP assessments tool contains a number of important criteria in the 
form of questions such as "Was there a clear statement of the aims of the research"". 
The aim of this study was developed during the early stages of the literature rcview. It 
was important to first survey current work on oral health related qualitý' of life and 
response shift. The final research question was refined in order to accommodate the 
twin types of change in quality of life assessments, variation between people and within 
people over time. From this clear objectives were finalised in order to meet the airn (see 
Section 4.9). 
A second question asked "Was the data analysis sufficiently rigorous? ". The 
data 'were 
analysed according to the iterative processes of grounded theory (Glaser 
& StraLISS. 
1967) together with Luhmann's (1984) social systems theory. NN'licii combined the two 
approaches produced a novel and rigorous method for the analysis of qualitatl%c 
data. 
Using the CASP assessment tool, the methods of this studv Nvere of adequate quality. 
Di. scussion 
Luhmann was primarily interested in social systems. In order to bridge the gap bem-eell 
social systems and people (referred to as ps-Ychic sYstems) grounded theory (Glaser & 
Strauss. 1967) was used to analyse the data. Together , vith grounded theory. Luhniann', ý 
theory has proved a novel and useful approach to address the aim of the study. 
Luhmann adopted Spencer Brown's Laws of Form (1969) as a general guide to how a 
theory of the observer could be achieved and it is maintained here that Glaserian 
grounded theory (Glaser & Strauss, 1967) fits this approach. The value in relating these 
two methodologies is that grounded theory becomes more rigorous, and systems thcory 
more applicable. Linking grounded theory with systems theory enabled me to first, map 
the ways people interacted with the social structure and second, map the emeroclit 
nature of their observations. It allowed an observation of the way people observed their 
meanings of oral health by mapping the two-way process in the interface bemecii 
psychic and social systems. 
In the first instance, through Luhmann's concept of autopoiesis it was possible to 
introduce the strategic nature of psychic systems and their concerns and how these 
interacted with the social and material meanings and conditions that affect the ý'ý'ay oral 
health is seen. The choices people make (based on what they find relevant) are 
constrained by both the material aspects of life and their existing margins of relevance. 
It places a boundary on the potential horizon of meaning from which the margins of 
relevance were constructed. Therefore people choose their own ways of being - but 
from a limited range of possibilities. Through the making of distinctions, people 
contribute to the structure of the social system, that is, they generate the social systeln 
that generates them. Thus the methodology allows for the circularity of reflexivitý-. Lis 
depicted in the relevance feedback loop. 
That the way a person sees the world affects the way they Nvill experience the %%orld. is 
in contrast with approaches such as response shift that tend to see a health impact as a 
catalyst and then focus only on the subsequent processes of change. Response shift also 
tends to view people as independent of the material and social limitations on the \vay 
people see oral health, while other approaches see people as almost entirely 's-ocially, 
constructed through discourse (Burr. 1995). Ho\vever. neither allo\v t'Or variatiot-i 
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between people. Other approaches such as Foucault's governmentality are equally 
insufficient. Lupton (1995) explored the reasons why people take up imperatk-es of 
public health through a Foucauldian perspective kvhere people intemalise particular 
ideals and then self-govern their behaviour. However. as Lupton conceded. this 
approach does not explain why many live outside such imperatives. 
In the second instance,, the application of grounded systems theory has allowed for the 
discovery and conceptual i sation of the main distinction used when people where talkillO 
about their oral health. Grounded systems theory adopts a largely inductive approach, 
the purpose of which is to uncover theory which is 'relevant' and 'fits'. The method 
aims at ecological validity rather than statistical representation, that is. validitý, in ternl, ý 
of what people really think, believe and do rather than validation in terms of statistical 
representation. Meanings are treated as valid despite not tallying with clinical ideals. 
Samples are therefore not statistically representative but are informationallý- 
representative because people can stand in for other people with similar characteristics. 
This qualitative approach contrasts with quantitative surveys which apply 
predetermined categories from which informants can make a selection and is useful for 
the verification of hypothesis. 
In grounded theory the emerging theory is grounded in the process of observation 
(Glaser & Strauss, 1967). This research has uncovered dimensions to oral health which 
have not been considered 'relevant' before now. These involved patterns of reflexive 
reasoning concerning the meaning of oral health such as the positioning of meaning oil 
a horizon of possibilities and the handling of subsequent contradictions. Examples are 
the positioning of naturalistic and commodified meanings attached to oral health bUt 
also the constraints posed by all the positions through the mechanism of the relevance 
feedback loop. These dimensions could in turn be tested on a wider sample usilig 
statistical techniques. 
The findings in this study correspond with the general thesis of Luhmann (1984,1 
that there is an in built pressure for social systems to 'differentiate' and Increase ill 
complexity. In a recent reprint, Illich (1995) appears to have anticipated that s"l-steril's 
theory would be applied to health and he disputed it on the grounds that it is too 
reductionist and demeaned the nature of the human spirit. It is concluded here that he 
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adopted his stance because of his very spiritual perspective whereas in this stu4 the 
level of reduction is necessary to understand the phenomenon. The results in this stud". 
confirrn that autopoiesis and the systems theory of Luhmann (1984) allows for the 
emergence of a complex perspective on the nature of the relationship between people 
and their environments from a relatively simple set of principles (Luhmann. 1984). 
Systems theory methodology has a radical constructiý'ist basis. It allows an ontological 
and epistemological foundation that escapes the dichotomy posed in arguments about 
the nature of reality. Luhmann describes systems theory as the 'de-ontologization of 
reality', arguing that there is no way of proving that reality does or does not exist and 
that we have no direct access to it: 
"There is an external world - which results firom the fiact that cognition, 
as a self-operated operation, can be carried out at all - but we have no direct contact with it" (Luhmann, 2002. - 129). 
The relevance to this study is that clinical and subjective measures of health are 
considered equality valid but when placed together create paradoxes. Constructivisni 
accepts reality but shows we have no access to it except through the concepts \Nc use, 
often these concepts clash producing contradictions and paradox such as that beM, cen 
the intersection of clinical and subjective measures. 
This study highlights the meeting of reality in the experience of contradiction where the 
constraints of the material aspects of a person's life contradicted their desires and 
therefore stabilising the margins of relevance, they can come to love their fate. Indeed 
many people in this study would remark on this. Other approaches, such as positivisni. 
affirm a pre-existing reality while others take a solipsistic stance claiming that reality 
does not exist at all. To claim such a thing is to deny the 'reality' that people find they 
are confronted with the experience of health and disease. 
As a theory of the second-order observation of systems. Luhmann's (1984) sý'stellls 
theory was adopted to cope with the complexity underlying the paradoxes (Lulinialln. 
1990) that emerged from people's multiple perspectives. The discussion has considered 
the data as social, material and temporal aspects of observing and making distinctions. 
These three aspects of observation account for variation between and NN-ithiii subjects, 
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and the circularity inherent in the process of change. The perspective this new 
methodology brings sheds important light onto considerations of the -, eneration and 
explanation of inequalities in oral health. 
It is possible to consider how each aspect of observation mi(-, ht affect the other. Some 
aspects, such as the social, dominate the relevance of oral health (and is associated %\ith 
super relevance) for some people while others are tied to the material aspect of 
observation (and less relevance). For some the material aspect has the abilitý- to block 
the social aspect (as was shown in the reality checks). Where social aspects of observirig, 
dominate, super-relevant margins of relevance are linked to greater demand for oral 
health services. In turn the material aspects of observation are associated with less 
demand. 
The material aspects of these observations can be related to differences between groLips 
of people. A concept well suited to doing this is 'habitus. 'Habitus' is: the forgotten past 
that nevertheless structures the present (Scambler, 2002). It was generated and defined 
by Pierre Bourdieu as: 
"a subjective but not individual system of internalised structures, 
schemes ofperception, conception, and action common to all members of' 
the same group or class and constituting the precondition . 
/br all 
o bje ctýfi cation and apperception. " (Bourdieu, 19 / 7: 86). 
By implication: 
ti social class, understood as a system of objective determinations, must 
be brought into relation not with the individual or with the "class - as a 
population, i. e. as an aggregate of enumerable, measurable biologictil 
individuals, but itith the class habitus, the system of dispositioll. ý 
(partially) common to all products of the same structures. " (Bourdicu, 
191 7: 85). 
Therefore the 'habitus' is a set of 'different' dispositions which in turn generates the 
difference between social groups. This notion fits neatly both ývith the concept ()I 
autopoiesis at the heart of systems theory and with the data in this saidy. For example, 
the consequences of the 'habitus' are such that: 
"'U'c are no sooner acquaintcd with the impossibiliti, ofsatisý'Ing (1171- 
desirc', says Hume in A Treatise of Human Naturc, 'than the (Icsire it Ncýf 
vanishes. " And Marx in thc Economic and Philosophical 
Afwmscrjpj. ý 
'Y'l havc no money for travel, I havc no nccd, i. c. no rcal and 
rcali: ing need, to travel. ffI havc no vocation to stuýy, 
but not money. for 
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it, I have no vocation to study, i. e 
1977. - 77). 
no real, true vocation. '" (Bourdieu. 
'Habitus' is therefore a way of describing the autopoietic nature of the margins of 
relevance. The 'habitus' is underpinned by the underlying distinctions that ha, %-e been 
made, but once made, are rendered invisible. Yet as has been established, distinctions 
determine the future construction of oral health. In this way 'habitus*, as operationalised 
through distinction theory, enables the consideration of the existence and power of the 
social structure to be brought back into constructivism. 
Radical constructivism focuses on the epistemological process of 'knowing' through the 
making of selections. Considering material constraints on the way people see oral 
health allows an analysis of how the social structure can act as a constraint on what is 
selected as relevant. The underlying distinctions that structure the form of the habitus 
are therefore invisible, points to a social structure which remains latent (unobserved). 
Positivist methods used in quantitative research have cast a shadow over qualitative 
research methodologies that has culminated in a post-positivist paradigm (Guba & 
Lincoln, 1998). Most qualitative research in dentistry is post-positivist with the 
exception of Nettleton (1986). In developing a radical constructivist approach, this 
study broadens the range of research methods used in dentistry and oral health related 
quality of life. 
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8 CONCLUSIONS AND RECOMMENDATIO. N'S 
The aim of this study was to find out how assessments of oral health related qualitýý of 
life (OHRQoL) vary between and within individuals. It has uncovered that oral health 
related quality of life is the cyclical and self-renewing interaction between the relevance 
and impact of oral health in their everyday context. WithIn this people construct their 
own margins of relevance of oral health and that these vary between people and change 
over time. It follows that if the margins of relevance vary and change, so rnList 
assessments of quality of life. This study represents a new area of research using novel 
research methods. It has established the following conclusions and recomniendations: 
8.1 CONCLUSIONS 
* This study has demonstrated how the meaning of oral health varies between people 
and changes over time. 
0 The findings demonstrate the existence of response shift in assessments of oral 
health related quality of life. Changes in the margins of relevance can be seen as 
changes in internal standards whereas changes in the relevance of dimensions can be 
seen as changes in the value and reconceptualisations of quality of life. The data 
analysis presented here attempts with some success to move beyond the linear, 
cause and effect approach which appears to be at the heart of the response shift 
model. 
0 It is suggested that previous work on oral health related quality of life caii be 
fruitfully extended. One possible way to do this would be to refine CLirrent 
approaches and to see oral health related quality of life as a cyclical and ', Clt'- 
renewing interaction between the relevance and impact of oral health in everyday 
life. This suggests that we would find it useful to consider operational isation ot 
quality of life as recursive rather than static or linear. 
The core theme 'constructing the margins of relevance' (of oral health) emcn-, cd as 
the social psychological process of marking the relevance of oral health. Tlie 
L- IIIII margins of relevance Nvere constructed 
from a horizon of possibilities. The 
Conclusions and Recomniendation, ý 
possibilities that are available to particular people were constrained by their 
respective environments. 
0 The degree of relevance ranged from a hYpothetical extreme of 'super-relevaiit' to 
ýnot relevant'. For some oral health was relevant to the whole of theIr Ilves while for 
others it was peripheral. 
* Together with the relevance feedback loop, it is suggested that the margin,, -, of' 
relevance offers a definition of health that incorporates health and quallty of He and 
accommodates current definitions, while marking health out as a negotiation 
between experience and expectation. 
* The findings in this study may have implications for the assessment of the valIdItY 
of quality of life data. It may also have implications for the use of health related 
quality of life data in evaluative and other longitudinal research. Likewise, it' used 
without the support of clinical data to assess need, quality of life instruments iiiw 
perpetuate inequalities and condemn people to their social roles. 
e The theory of relevance also has some implications for health educatIon and health 
promotion. Some aspects of health may not be relevant to some people while the 
contagious nature of some dimensions to the meaning of oral health means that oral 
health messages are often negated. 
9 Improving understanding of how oral health is not considered relevant opens Lip 
possibilities for developing an understanding of why some people do not or cannot 
access dental services. Further exploration of aspects of the theory of relevance 
might help to uncover the degree to which factors like latency, the margins of' 
relevance and the horizons of possibility are related to access and indeed arc 
generalisable. 
0 This study has enabled observations of the reflexive nature of the habitus as a scrics 
of foqýotten distinctions that structure the present. It is therefore argued that the 
habitus in turn might also usefully be observed from the perspecti\c ot'autopoietic 
systems theory. 
Conclusions and Recommendation. N 
One of the central discoveries of the thesis is the congruence between systems I 
theory and grounded theory as modes of obsen, ing people's communications about 
their everyday world. This study has therefore demonstrated the utilitY of 
combining grounded theory with systems theory and has sti, -, (ýested that an 
alternative method called grounded systems theory should now be formalised in 
terms of its basic assumptions and operations. 
* This thesis has also demonstrated that the application of principles and assumptions 
from systems theory to grounded theory was a largely complimentary process. The 
combination shows how a rigorous application of the procedures at the heart of the 
Laws of Form can bring further rigour to the grounded theory method. In addition it 
is proposed that, an albeit modified version of grounded theory, can provide a path W 
towards a formal operational i sation of systems theory. Much work remains 
however. 
Conclusions and Recommendations 
8.2 RECOMMENDATIONS 
8.2.1 Policy recommendations 
The study suggests that in dental encounters it is likely that there will be a dit't'erence 
between the margins of relevance of the dentist and the patient. This dit'llerence 
creates the conditions for communication to occur. It is recommended that dentists 
should consider ways to use this difference productivelý,,. To remember that they are 
part of the environment of the patient and that the paradox that they might present to 
the patient might contradict and block communication. The suggestion is that ways 
need to be found to allow the margins of relevance to be explored in a productiVe 
way. The results of this study show that productive reflection can indeed shift the 
margins of relevance in a positive way. 
8.2.2 Research recommendations 
Paradoxes in health quality of life could be accounted for using quantitative 
methods such as a combination of quality of life and scales of denwl 
relevance/indifference comPared with clinical assessments. 
A potential way forward for the statistical understanding of meaning change in 
quality of life has emerged from current developments in information science and 
the cybernetics movement. There already exists a developed information 
calculus which to date has not been explored in relation to assessments of quality of" 
life. There is therefore a need to consider collaboration "N-ith the sociocybernetie'-, 
movement. 
It would be useful to develop systems theory and grounded theory further as all 
emergent ground systems theory in its own right. 
At the heart of this study is the germination of a liew approach to health proniotion 
which might now consider utilising a cybernetic approach to communicatioll abolit 
health for populations. 
Research into the relevance of these data to the assessment of the validity ol qLiality 
ot'life instruments and in needs assessment might be fruitful. 
'14 
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APPENDIX 1: INFORMATION SHEETS AND 
PARTICIPANT CONSENT FORM 
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LETTER TO DENTISTS 
Dear Sir. ) 
We are carrying out a research project into what people think about oral health. We arc 
especially interested in the views of people who are seeking treatment to improve the It, appearance of their front teeth. This is likely to involve people who ha\ c sociailN- visible 
broken, missing or decayed teeth and wish to have them repaired. The Collq-'ý.! 
Research Ethics Committee has approved the project. 
We would be grateful if you could help us by identifying and providing invitatimis to 
potential participants. A copy of the invitation to participate is enclosed. 
Informants will be asked to take part in two private discussions about their evervdaN, lit'e 
and their views on the topic. The first discussion will take place in the week follo\N itiO tý 
agreement to participate and the second will take place a few months later. 'Hie 
interview is carried out in a place of their choice. We will provide sonic refresluilems,. 
All the information gathered in the study will be treated as confidential. '.. ""o one will 
that have access to it except the researchers. Neither the informant's name nor anYdiing 
identifies them will be used in any of the reports of this study. 
Taking part in this study is entirely voluntary and there are no risks involNed. 
Informants will be able to drop out of the study at any time. 
If you have any questions about the project please telephone or e-mail Jane Gregory on 
020 8502 2500 or sampiano@ntlworld. com. If you are able to help I will thell supply 





INVITATION AND INFORMATION SHEET 
What people think about oral health. 
I would like to invite you to take part in a research project about what 
people think about oral health. I am especially interested in the views of 
people who are seeking treatment to improve the appearance of their front 
teeth. This does not include orthodontic treatment. 
You can help by taking part in a private discussion about your ever. vdav life 
and your views on the topic. The discussion will take place at a tilne alld 
location of your choice. I will provide some refreshments. 
All the information gathered in the study will be treated as confidential. No 
one will have access to it except the researchers. Neither your narne nor 
anything that identifies you will be used in any of the reports of this study. 
Taking part in this study is entirely voluntary and there are no risks 
involved. You will be able to drop out of the study at any tit-ne WItIlOLIt 
affecting your medical or dental care. 
If you would like to participate or have any questions about the project 
please telephone me on 020 8502 2500. 
The King's College Research Ethics Committee has approved the above 
statement. 
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PARTICIPANT CONSENT FORM 
Title of Proiect ........................................................................................... 
The participant or key carer should complete the whole of this sheet himself/herself. 
(Please cross out as necessary) 
Have you been asked to consent for yourself or 
on behalf of someone else? 
Self/Other 
If your answer to the above is "other", please 
give the name of the person for whom you are consenting. 
.................................................. 
Have you read the Information Sheet for Patients* 
and Healthy Volunteers? (This should normally be 
printed on the reverse side of this form. ) 
Yes/No 
Have you had an opportunity to ask questions 
and discuss this study? 
Yes/No 
Have you received satisfactory answers to all Of'YOUr questions? Yes/No 
Have you received enough information about the study'? Ycs/No 
Who have you spoken to Ms. Jane Gregory 
Do you understand that you are free to withdraw from the study at ally time, 
without having to give a reason for withdrawing 
(and without affecting your future medical care)? * 
Yes/No 
Do you agree to take part in this study? 
Yes/No 
Have you declared your involvernent in other research studies 




(NAME IN BLOCK LETTERS) ................................................................................... 
(Relationship to the subject if not the participant: pare nt/guard i an/o ther carer) 
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Consent to participate in the research project 
What people think about oral health, 
I would like to invite you to take part in a research project about XN'hat people think 
about oral health. I am especially interested in the N'Iews of people who have X-ISIbIv decayed, broken or missing teeth and who are having treatment. 
You can help by taking part in two private discussions about your eN-crydaN- lifc and 
your views on the topic. The first discussion will take place in the next ýýcck and the 
second will be in a few months time. I will provide some refreshments. 
All the information gathered in the study will be treated as confidential. No ollý: will 
have access to it except the researchers. Neither your name nor anYthing that lderitlt-lclý 
you will be used in any of the reports of this study. 
Taking part in this study is entirely voluntary and there are no risks involved. You will 
be able to drop out of the study at any time without affectiniT your medical or dental 
care. If you have any questions about the project please contact me by telephoning 0-10 
85022500. 
The information above has been explained to me by Ms. Jane Gregory. I understand 
what will be required of me if I take part. She has answered my questions concerning 
this study. 
I agree to participate in the research. I understand that at any time I may , vithdraw from 






I confirm that I have carefully explained the nature, demands and foreseeable risks of 
the proposed study to the volunteer. 
Signed ..................................................... 
Date ....................................... 
Ms. Jane Gregory 
On completion a photocopy of this form and the information sheet N\ ill 
be gi%-cn to the 
participant. 
-I 






Lifestyle and wider environment 
Can you tell me about your typical day? 
Tell me about your friends and family. 
What is important to you? (aim to establish what life domains are importam to the 
participant e. g. parent or worker). 
Coping and adaptation 
What sort of challenges do you experience during a normal day'-. ' 
How do you cope with these challenges? 
Expectations 
What hopes do you hold for the future? Look at ambitions, dream, hopes and Nicw ot'an 
ideal life. 
E. g. social life, relationships, achievements, career/job, family, health. 
How do you see the future? 
Would you like anything to change? 
Does your life situation fulfil your expectations? 
Prompts 
Figure 1. Man with visible decayed, chipped or broken teeth. 
Figure 2. Man with no visible decayed, chipped or broken teeth. 
Figure 3. Woman with no visible decayed, chipped or broken teeth. 
Figure 4. Woman with no visible decayed, chipped or broken teeth but with gap. 
Ask the participants what they think about the images to encourage a diSCLIssion arOUnd 
their beliefs and expectation of oral health and disease 
Ask if there is anything else they would like to add to the discussion. 
Thank the participant for the interview. 
Ask the participant to complete the OHIP form. 
Remind the participant that there will be a second interview. 




Reflect on first interview. 
Go over first interview to find missed or unelaborated areas. Discuss the first inter\-Ie\\ 
by presenting any selections of the transcript. Get the infon-nant to reflect on their 
observations from the first intervieNv. Do they feel the same x\-a\- now) 
Oral health 
Ask after the participants oral health now. 
Treatment 
Ask whether they have been to the dentist for treatment since the last I t"'o. 
ask how they felt about the treatment. 
Tell me about how you felt before the treatment. 







Quality of life 
Ask what 'quality of life' means to the participant. 
Ask how they the mouth might effect quality of life. 
Ask if there is anything else they would like to add to the discussion. 
Thank the participant for the interview. 
Ask the participant to complete the OHIP form. 
56 




Have you ever had trouble pronouncing any words because of problenis with your 
teeth, mouth or dentures? 
Have you felt that your sense of taste has worsened because of problems with \ mir 
teeth, mouth or dentures? 
Have you ever had painful aching in you mouth? 
Have you found it uncomfortable to eat anyfoods because of problems witli youi- tectli. 
mouth or dentures? 
Have you been self-conscious because of problems with your teeth, mouth or demures'? 
Have you felt tense because of problems with your teeth, mouth or dentures? 
Has your diet been unsatisfactory because of problems with your teeth, mouth or 
dentures? 
Have you had to interrupt meals because of problems with ý'our teeth, mouth or 
dentures? 
Have you found it dýfficult to relax because of problems with your teetli, mouth or 
dentures? 
Have you been a bit embarrassed because of problems with your teeth, mouth or 
dentures? 
Have you been a bit irritable with other people because of problems with ý'Mlr teeth, 
mouth or dentures? 
Have you had dýfficulty doingyour usualjobs because of problems with your teetli, 
mouth or dentures? 
Have you ever felt that life in general was less satiýIýIng because of problems %% ItIl 
your teeth, mouth or dentures" 
Have you ever been totallY unable to. /unction because of pi-oblems with % ow- teeth, 
mouth or dentures? 




Mean OHIP scores in aftenders and non-aftenders 
Interview 1 Interview 2 
Attenders 16.1 5.1 




Non-aftenders Table 6 
Name Age Dental status OHIP 1 
ST OHIP 2 NO 
Boots 29 Decayed, broken and 
front teeth 
missing 20 15 
F red 67 
_Decayed 
front teeth 10 9 
Geoff 57 Decayed, broken and 
front teeth 
missing 8 17 
Paul 55 Receding crowns and 
front teeth 
decayed 18 28 
Shelley 45 Decayed front teeth 5 1 
Peter W 53 Missing front tooth 19 31 
Ray 62 Decayed front teeth 2 3 
Barry 55 Decayed and missing front teeth 0 0 
Peter S 50 Missing front tooth 3 2 
Teresa 35 Decayed front teeth 
.0 
0 
Attenders Table 7 
Name Age Dental status OHIP Vt OHIP 2 
nd 
Margaret 48 Decayed front teeth 34 6 
Helen 46 Broken front tooth 23 1 
Gary 45 Decayed front teeth 17 9 
Jason 30 Broken front teeth 9 5 
Sandra 35 Broken front teeth 21 10 
Tom 35 Broken front teeth 9 2 
Dave _ 53 _ Decayed front teeth 0 2 
Suzanne 50 Broken front teeth 16 18 
Maureen 48 Broken front teeth 10 0 
Sally 38 TBroken front teeth 16 0 
I 
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SOCIODENTAL INDICATORS / OHRQoL MEASURES 
e C', The following is a list of the main sociodental indicators and OHRQoL ni asur - 
date. Source: (Locker & Miller, 1994) (Sheiham & Spencer1997-, Slade et al. 1998) 
Cushing et al. 1986 Sociodental Scale/14 (SIDD) 
The study by Cushing et al. (Cushing, Sheiham. & MaizelsI986) states that suh. jccts 
were given a brief questionnaire and a dental inspection. Data from tile questionilaire 
were used to develop a measure of the social and psychological impact of dental dilscLisc 
based on five categories of impact: eating restrictions, communication restrictioiis, pain, 
discomfort and aesthetic satisfaction. There does not appear to be any theoretical model 
or framework underlying the measures. 
Strauss (1988) Dental Impact Profile (DIP) 
25 items measured dental effects on life quality and social function. 4 subscales 111clLide 
eating, health/wel I -being, social relations, and romance. 
Rosenberg et al. (1988) Dental Functional Status 
25 un-weighted items include 4 subscales covering psychosocial, mechanical, role 
limitation, and self-care. This scale covers lack of oral pain and discomfort and a 
person's ability to chew, speak and interact without being self-conscious about 
appearance. 
Gooch et al. (1989) Rand Dental Health Index/3 
This covers three items: worry, pain and social interaction. 
Reisine and Weber (1989) Sickness Impact Profile7 subscales = 73 items 
This scale covers rest, home tasks, social interaction, speech, intellect, ý\(. )rk and 1ejsLjj, c. 
Atchison and Dolan (1990) Geriatric Oral health Assessment Index/12 GOHAI 
This was designed to assess chewing, eating, social contacts, appearance, pain, %ýorry, 
and self-consciousness in older adults. 
Leake (1990) index of chewing ability. 
This consists of a five item index of chewing abilitx,,,. I 
Chen (1991) 
IIz: 1 Three subscales of symptoms, perceived well-being and 
level of function i ii (,,. Chen 
related biological measures of oral status to quality of 
life. 
Locker (1992) used his expanded WHO (1980) model and 
I-eakc'.,, index of'chcNving 
ability as a measure of functional limitation. 
Grushka's (1987) pain inventory. 
Leao(1993) 
" 6. ' , 
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Leo adapted Cushing et al. 's (1996) questionnaire. Five categories relate to the inouth 
and teeth, comfort, appearance, pain (symptoms). performance. and eatiii, -, rc, ýtrictions- A weighting scale was based on the Nottingham Health profile. 
Strauss and Hunt (1993) Dental Impact Profile/2-5 
Items covered appearance, eating, speech, confidence, happiness. social 111'C. 
relationships. 
Locker and Miller (1994) Subjective Oral health Status Indicators/42 
Based on the WHO ICIDH (1980). Items covered chewing, speaking. symptoms. catill" 
communication, social relations. 
Slade and Spencer (1994) OHIP extended Lockers (1988) theoretical model - 
impairment, disability and handicap. It is the first sociodental indicators wsc a "Caled 
index of the social impact of oral disorders. The OHIP used seven subscales: futictiolial 
limitation; physical pain; psychological discomfort; physical disability: psychological 
disability; social disability; and handicap. Functional limitation was the most frequently 
expressed. 
Saunders et al. (1995) Oral health Quality of Life Inventory/56 
Oral health (15 items) nutrition, self-rated oral health, overall quality of life. 
Leo and Sheiham, (1995) Daily Impact on Daily Living/36 DIDL 
Comfort, appearance, pain, daily activities, eating. 
Kressin et al. (1996) Oral health Related Quality of Life/3 
Daily activities, social activities, conversation. 
Adulyanon and Sheiham (1996) Oral Impacts on Daily Performance/9 
Performance in eating, speaking, oral hygiene, sleeping, appearance, emotion. tn 
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